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CHAPTER 1 
 
“Home is a place where I can feel safe and loved, a place I can depend on. In this sense, Lebanon 
is not home. I spent my whole life living in Lebanon, but I feel like it has become less like a home, 
and more like a hotel. My bags packed, ready to leave at a moment’s notice.” – Dear Lebanon: A 
Teenage Perspective on Bombing, Politics, and Religion1 
 
One grows up in Lebanon only knowing unrest. Instability and sudden outbreaks of violence 
habitually interfere with mundane activities of attending school and going to work. Water 
shortages and power outages interrupt daily tasks. Explosive sounds of fireworks are substituted 
with booming gunshots. The bustle of city life can be instantaneously replaced by the blaring 
silence of fear and hiding.  
Yet this unpredictability has become the norm. The Lebanese have grown to find comfort in 
this chaos, acquiring an adaptive resilience necessary to go about their daily lives. Gunshots no 
longer merit the startled response of fear. News highlights of causalities in violent clashes are 
faced with desensitized numbness. Frequent electricity cuts are met with rolling eyes and whirring 
generators. Empty streets are rapidly refilled at the first sign of relative calm. New extravagant 
buildings are erected next to polka-dotted buildings pierced by countless bullet-holes. Life in 
Lebanon is not interrupted by conflict and unrest, it is characterized by it. 
Living in the politically violate climate of Lebanon for twelve years, I was continuously 
faced with manifestations of conflict and instability. My experience growing up in a war-torn 
society has shaped my upbringing, identity, and sense of security, while impacting my immediate 
and extended social circles on varying levels. The signature of my parents’ experience in the civil 
war diffused into my adolescent years, as it did for a whole generation of Lebanese youth in the 
post-civil war era. This interacted with my encounters in the July 2006 War with Israel, as well as 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  1	  Schanz, R. (Producer) (2014). Dear Lebanon: A Teenage Perspective on Bombing, Politics, and Religion [Video].  	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the countless assassinations, violent clashes, and destructive protests that continue to sporadically 
erupt in Lebanon until this day. Such experiences have fostered my deep interest in studying the 
impact of protracted conflict on Lebanese individuals and society.  
 
Purpose and Goals 
 
Entrapped within the tight geographic boundaries of Lebanon, the rippling effects of conflict 
are felt nationally and indiscriminately, on a social, economic, infrastructural, and political level. 
However, a greatly overlooked collateral damage of prolonged conflict is its impact on health, 
particularly mental health. In this thesis, I will examine the social and cultural dimension of 
mental illness in Lebanon, with a particular focus on the impact of war and conflict. My research 
will assess understandings of mental illness, perceptions of societal stigma, and beliefs about 
vulnerability to illness, adaptive coping mechanisms, and obstacles to seeking care. 
The methods for my research include a review of existing literature, interviews with the 
Lebanese general public, and interviews with mental health professionals working in Lebanon. 
Compiling this wealth of information will provide insight into the current climate of mental health 
in Lebanon, which remains greatly ignored on a national and international scale.    
In this chapter, I present the context for my study, detailing the progression of conflict in 
Lebanon and existing climate of mental illness and mental health care resources. Chapter 2 
examines the existing literature of mental health and war trauma, with a focus on the unique case 
of Lebanon. Chapter 3 provides an analysis of the qualitative interviews conducted the general 
population in Lebanon to access societal understandings of mental illness, stigma, vulnerability, 
coping, and help-seeking behavior. Chapter 4 will integrate the interviews with professionals in 
the field and existing literature with the findings from the interview analysis in Chapter 3. Lastly, 
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Chapter 5 examines several current initiatives that tackle the issue of mental illness in Lebanon, 
promising dynamic change of an unsustainable status quo.  
 
I conducted this study to contribute to a vastly ignored yet gravely important issue that 
affects Lebanon in its entirety. Illness of the mind and person, especially in the face of various 
other hardships, is not acknowledged by a majority of Lebanese, and resources for dealing with 
mental illness are limited and expensive. However, in such a conflict-ridden society, adequately 
addressing the consequences of conflict on mental health is imperative.  
My research will examine a stigmatized and under-studied national health concern. Through 
interviews with the everyday Lebanese appraising their perspectives and understandings of mental 
illness, I hope to provide the unique human point of view that is often absent from quantitative or 
epidemiological studies. Despite the widespread nature of conflict, individual experiences, as well 
as the responses to these experiences, greatly differ. I seek to supplement the existing knowledge 
of mental illness in Lebanon with the perspective of the individual that remains largely deficient 
from current research.  
 
The questions I sought to answer in this thesis include:  
1. How is mental illness conceptualized in Lebanon? What beliefs about the cause, 
manifestations and course of mental disorders are held among the general public? 
2. To what extent do the Lebanese perceive mental illness to be stigmatized? 
3. How does war and chronic instability play a role in the context of mental health in Lebanon? 
4.  What war-related experiences are believed to contribute to the progression of mental illness 
in Lebanon? 
	   6 
5.  Who is considered vulnerable to mental illness and why? 
6.  What are coping mechanisms employed by the Lebanese to prevent mental illness and adapt 
to their condition? 
7. What are obstacles to seeking care that prevent Lebanese suffering from mental disorders 
from getting treated? 
8.  Is mental well being believed to be national priority in Lebanon? 
9.  Are there discrepancies between professional and lay people’s characterization of the 
climate of mental illness in Lebanon? 
10. Have there been changes in attitudes towards mental illness over the years? 
 
This study is an initial exploration of the insights of a small group of Lebanese. Their 
experiences open a window into a much larger landscape of beliefs regarding mental illness in 
Lebanon. This landscape remains vastly unexplored, and while I pose population-level questions, 
I acknowledge that my research cannot offer definitive answers.  
 
Conflict in Lebanon Among Sporadic Facades of Calm 
 
“If you think you understand Lebanese politics, it hasn’t been explained properly.” – A popular 
Lebanese saying 
 
Lebanon is a small nation in the heart of the Middle East renowned as a crossroad where 
deeply-rooted Arab traditions collide with cosmopolitan Western lifestyle, snowy mountains and 
ski slopes are met with the beautiful, sunny shores of the Mediterranean, and unimaginable wealth 
is juxtaposed with abject poverty. The Lebanese are characterized by their strong national and 
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cultural identity, delicious cuisine, and rich history. The Lebanese are warm, ebullient, and 
generous.2   
Lebanon is about the size of the state of Connecticut and has a population of about 
4,822,000. In 2012, there were an estimated 460,000 refugees in Lebanon, the majority of which 
were Palestinian. The conflict in Syria (2012-present) has led to an unprecedented influx of 
refugees that exceed 950,000, and now constitute about a quarter of the total Lebanese 
population.3 This has placed enormous strains on services of education, the management of 
health, and access to food, water, and jobs for the Lebanese locals as well as the incoming refugee 
population.  
Today, Lebanon hosts almost the entire religious diversity of the Arab World.4 Lebanon is a 
conglomerate of Christian, Muslim, and Muslim-derived communities, each with distinctive 
traditions, legal personalities, political representation, and cultural identities.5 Lebanon has over 
eighteen religious sects represented in its small geographic area. Such diversity is manifested in 
an outdated and inefficient confessional democracy that has perpetuated much of the instability 
intrinsic to Lebanon’s modern history.  
 
Lebanon’s Civil War (1975-1990) 
 
Although there are the occasional manifestations of consensus, balance, and harmony among 
the religious and ethnic amalgam of Lebanese society, much of the country’s history is 
characterized by intermittent conflict.6 Civil strife and violent outbreaks were common-found 
even as early as the late 19th century, with numerous peasant uprisings and sectarian hostilities. In 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2 Pattison, M. E. (1984). War and Mental Health in Lebanon. Journal of Operational Psychiatry, Vol 15, 31-38. 
3Lebanon cannot bear brunt of Syrian refugee crisis alone, UN relief official warns. (2014, March 18). United Nations 
News Center. 
4 William, H. (2012). Lebanon: a history, 600-2011. (p. 3). New York: Oxford University Press. 
5 William (2012). Lebanon: a history, 600-2011. (p. 3).  
6 Khalaf, S. (2002). Civil and Uncivil Violence in Lebanon : A History of the Internationalization of Communal 
Conflict. (p. 1). New York: Columbia University Press. 
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the context of the Palestinian-Israeli conflict following the 1967 War, the relocation of the 
Palestinian Liberation Organization (PLO) to Lebanon perpetuated rising sectarian tensions, 
especially between the PLO-Muslim forces and Phalanges, a Maronite Christian political party in 
Lebanon. Violent clashes on April 13, 1975 triggered the beginning of what would be a 
devastating fifteen-year long civil war.  
The first ten years of the Lebanese Civil War were essentially an extension of the 
Palestinian-Israeli conflict on Lebanese territory, although Lebanese political parties did take 
sides and participate peripherally. PLO attacks on Israel triggered Israeli occupation of the South 
of Lebanon in 1978, followed by a full-fledged invasion to Beirut in 1982, costing the lives of 
over 19,000 people. Israel officially withdrew from most of Lebanon in 1985, after several 
negotiations and the evacuation of the PLO to Tunisia. After 1987, the Lebanese Civil War 
shifted focus to the internal rivalry amongst various Lebanese sectarian factions. In 1989, the Taif 
agreement was brokered by the Arab League, laying the groundwork for the end of the Lebanese 
civil war by a reapportioning of political power in Lebanon.7 Christians lost their majority in 
Parliament, although the president would remain Maronite Christian. By 1990, an official end to 
the civil war was declared.  
The Lebanese Civil War was characterized by rapidly changing alliances, international 
meddling, and the devastation of Lebanese economy, infrastructure, society, and morale. 
Throughout the years of war, the Lebanese witnessed periodic and unpredictable outbursts of 
violence that included air raids, street clashes, random shelling of neighborhoods, and 
displacement of families and communities. Acts of violence were experienced by a majority of 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7 Tristam, P. Timeline of the Lebanese Civil War, 1975-1990.  
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Lebanese, regardless of social class.8 The “Green Line” divided Beirut into East and West, 
separating family and friends and disrupting social networks. Endless rationing of electricity, 
water, and gasoline, hiding in shelters, and having to coexist with fear and anxiety became a way 
of life.9 While there was an increase in all types of mental illnesses throughout the period of 
wartime, violence and a deteriorating economic situation simultaneously prevented access to 
care.10 The two decades of civil war significantly affected the mental health of a majority of 
Lebanese people.11 
With a death toll exceeding 100,000 and physical damage of $50 billion, widespread poverty, 
unemployment, inflation, demoralization, and inclination for violence weaved the new social and 
economic fabric of Lebanon.12 Almost 25 years later, the impact of the civil war on Lebanon is 
still perceptible today, from the devastation of entire neighborhoods to the scarring memories of 
trauma relived by those who survived.  
 
Beyond Civil War 
 
The end of the Civil War did not completely dissolve sectarian tensions. Since 1991, political 
instability and sporadic bouts of violence, particularly bombings in civilian areas, have continued 
to instill fear, anxiety and insecurity in the Lebanese. In 2005, the assassination of the Sunni 
Muslim Prime Minister Rafiq Hariri led to a violent, full-fledged resurgence of sectarian conflict, 
as well as friction with Syrian influence in Lebanon. Sunni Muslims were outraged by the 
assassination, and congregated in large protests calling for complete Syrian withdrawal from 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8 Farhood, L., Zurayk, H., Chaya, M., Saadeh, F. Meshefedjian, G., and Sidani, T. (1993). "The impact of war on the 
physical and mental health of the family: the Lebanese experience." Soc Sci Med 36(12): 1555-1567. 
9 Oweini, A. A. (1998). "How Students Coped with the War: The Experience of Lebanon." The Journal of Higher 
Education 69(4): 406-423. 
10 Chahine, L. M. and Z. Chemali (2009). "Mental health care in Lebanon: policy, plans and programmes." East 
Mediterr Health J 15(6): 1596-1612. 
11 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes."  
12 Khalaf, S. (1987). Lebanon's predicament. New York: Columbia University Press. 
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Lebanon. These protests also included many Christians and Druze, as well as some Shi’a 
Muslims. Consequently, Hezbollah, a Shi’a Islamic militant group created in response to Israeli 
occupation of Lebanon in 1982, organized a large demonstration showing solidarity with Syria. 
Hariri’s assassination marked the official creation of a “tale of two camps”: a deep split between 
Hariri’s supporters, referred to as the “March 14 party”, and Hezbollah supporters, referred to as 
the “March 8 party.” 13 The party nomenclature references the date of the large protests organized 
by each party.  
 
The July 2006 War 
 
When I was fifteen, the July 2006 War concurred with my years of molding maturity, dental 
braces, and the unavoidable awkwardness of Middle School. It rushed my growth in formative 
teenage years with a slap of harsh reality. The sound of whirring planes, the tears my grandfather 
wept over his destroyed hometown, and the paralyzing fear that accompanied each new day have 
been engrained in my memory.  
On July 12 2006, a war between Lebanon and Israel erupted after Hezbollah’s cross-border 
ambush kidnapping of two Israeli soldiers. Hezbollah demanded the release of Lebanese prisoners 
held by Israel in exchange for the abducted soldiers. Israel refused, and a the 34-day conflict 
ensued in Lebanon, northern Israel and the Golan Heights until a United Nations brokered 
ceasefire went into effect on the 14th of August 2006. The Israeli imposed naval and air blockade 
on Lebanon that was fully lifted on the 8th of September. 
The July 2006 War was characterized by severe damage on Lebanese civil infrastructure, as 
well as the displacement of one million Lebanese and 300,000-500,000 Israelis.14 Following the 
cessation of the conflict, most of the displaced people were able to return to their places of 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
13 William (2012). Lebanon: a history, 600-2011. (p. 269).  
14 Middle East Crisis: Facts and Figures. (2006, Aug. 31). BBC News.  
	   11 
residence but not necessarily to their homes since most were destroyed. The hostilities of this 
brief but highly destructive war including the destruction of more than 7,000 residential buildings, 
in addition to roads, bridges, factories, and civilian infrastructure. An estimated 1,500 civilians 
were killed.  
A unique aspect to this war was the use of psychological warfare. Throughout the war, Israeli 
Air Forces dropped over 17,000 leaflets in 47 missions to Lebanon and sent more than 700,000 
computerized voice messages criticizing Hezbollah and its leader Hassan Nasrallah.15  One 
example of the leaflets wrote, “People of Lebanon: If you sleep in a cemetery, you are bound to 
have nightmares. Israel is a powerful nation and is determined to do whatever necessary to ensure 
the safety of our citizens!” Leaflets addressing Hezbollah fighters told them that they were “being 
sent like sheep to be butchered,” referring to them as mercenaries without the support of the 
Lebanese public, and urging them to run and save their live as they could not face “highly trained 
soldiers that fight to protect their homeland, their people and their home.”16 Such psychological 
warfare serves to intensify the fear, anxiety and demoralization already characteristic of the 
experience of war.  
 
It is important to note the differences of the experience of the Lebanese Civil War and the 
July 2006 War. The Civil War was a protracted conflict that spanned over fifteen years while the 
July 2006 War lasted just over a month. Mansell Pattison, in his discussion of the Lebanese civil 
war, described it as a “high lethality, low intensity conflict.” This allowed the Lebanese to have 
ample time to resume various daily activities, refuel and temporarily distress, and renew hope.17 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
15 Friedman, H. A. (2006). Psychological Operations during the Israel-Lebanon War 2006. PsyWar.  
16 Friedman (2006). Psychological Operations during the Israel-Lebanon War 2006.  
17 Oweini, A. A. (1998). "How Students Coped with the War: The Experience of Lebanon."  
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Contrarily, the July 2006 War as of high intensity and (relatively) low lethality. The war was 
characterized by intense daily bombardment and fear.  
Although the 2006 war is the most recent point of reference to war in my interviews, the 
cumulative effect of civil war and sectarian clashes preceding it are inextricable from a holistic 
understanding of the psychological consequences of conflict in Lebanon. An evaluation of the 
role of conflict in Lebanese mental health cannot be conceptualized within a direct cause-and-
effect framework. The stress of war and specific traumatic experiences interact with non-war 
related variables to produce individual risk and manifestation of disorder.  
Violent clashes, car bombs, and political tensions remain a common occurrence in Lebanon 
today. Metastasizing regional conflict in bordering Syria has compounded existing sectarian 
tension and national economic and infrastructural inadequacies. Yet this remains a relative calm 
in Lebanon compared to the unbearable chaos of war. War has ended, but its mark on the terrain 
of Lebanese lands and minds remains. This bloody history is inseparable from understanding 
every individual’s experience in Lebanon. 
 
Mental Illness in Lebanon 
  
One in four Lebanese suffer from at least one mental illness throughout their lifetime, the 
most prevalent of which are depression and anxiety. This rate is equivalent to that of the United 
States, where anxiety disorders are also the most common, affecting about 18% of the 
population.18 Among the Lebanese who have a mental disorder, only one in ten seek treatment. 
Within the international context, Lebanon has one of the lowest likelihoods for individuals to seek 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
18 Anxiety and Depression Association of America. Facts & Statistics.  
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treatment for mental illness.19 Due to its stigmatization, research on mental illness is very limited 
in Lebanon, and most statistics are estimates based on data from neighboring countries.20  
Below, I examine the current state of mental health services and care in Lebanon. 
Understanding the resources available in Lebanon is crucial in the examination of mental health 
and illness in this context. Due to the limited data available, most of the information provided 
regarding mental health services in Lebanon is derived from the WHO-AIMS Report on Mental 
Health System in Lebanon, complied in 2010 by the World Health Organization and Lebanese 
Ministry of Health.  
Lebanon has no recognizable mental health policy or plan.21 There is no emergency/disaster 
preparedness plan for mental health in Lebanon. Legislation for a new mental health act has been 
in the process since 2010, but is yet to be accepted or enforced. The Ministry of Public Health has 
no division to address mental health, and remains underfunded and understaffed.22 The absence of 
mental health care on the Ministry’s agenda is a significant barrier to delivery of mental health 
care in Lebanon.  
The service planning, monitoring, and quality assessment of mental health services is 
severely lacking. With no Mental Health Authority, there is not body to oversee and inspect 
mental health facilities and to impose sanctions on facilities that violate patient’s rights. 
Community-based psychiatric inpatient units and community residential facilities are also not 
regulated.23  
 
Insurance and Provision of Services 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
19 IDRAAC. (2011). IDRAAC Mental Health Research and Improvement [Video].  
20 Abou Jaoude, R. (2014). Charity takes to streets to raise awareness over suicide. The Daily Star: Lebanon.  
21 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
22 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon .  
23 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon .  
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Mental health is not included under any private insurance plan in Lebanon. Not only is this a 
significant barrier in accessing necessary treatments, it also institutionally reinforces the notion 
that mental illness is not considered a medical disease. Such messages perpetuate social stigma 
and negative attitudes towards mental illness among the public. Patients insured through the 
national social security fund (NSSF) and under the Ministry of Public Health are theoretically 
covered for psychiatric admissions, however this is largely limited to one overcrowded hospital, 
which is often inaccessible. 24 
Lebanon depends mainly on the private sector for the provision of health services and suffers 
from a concentration of mental health services in Beirut and other urban centers. There are three 
mental hospitals where people with severe mental illness can be treated: Deir El-Salib, Dar El-
Ajaza Al Islamiya, and Al-Fanar Hospital. The hospitals are over-crowded and standards of care 
are suboptimal. The hospitals do not have clear policies on the use of restraints, and the staff 
occasionally uses force.25  
Lebanon suffers from crucial lack of community-based services such as residential or day 
treatment facilities. In Lebanon, 97% of psychiatric beds are provided by mental hospitals and 3% 
are in community based psychiatric inpatient units. Patients with long-term treatment and care 
face a lot of difficulties finding the needed services. Mental hospitals cannot provide the physical 
care that some patients in Lebanon require, and physiotherapy centers do not accept mentally ill 
patients.26  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
24 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
25 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
26 Mansour, C. (Director) (2011). Where Do I Begin. Forward Film Production. 
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In rural areas, family physicians, internists, or specialists provide mental health care.27 
Nursing services that provide home care, including companionship, assistance with daily 
activities and medication administration, are scarce, and patients with mental disorders are largely 
cared for by untrained family members.28 There are no disability benefits for persons with mental 
disorders and no disability funding for mental illness in Lebanon. 
Psychotropic drugs are widely available among mental hospitals, inpatient units, and 
outpatient mental health facilities. All physicians are allowed to prescribe psychotropic drugs 
without restriction. There is at least one psychotropic medicine of each therapeutic category (anti-
psychotic, antidepressant, mood stabilizer, anxiolytic, and antiepileptic) available in medical 
facilities or in nearby pharmacies all year long. However, intermittent shortages in essential 
medications such as antipsychotics and mood stabilizers were experienced during times of 
conflict.29  
 
The country suffers from a shortage of mental health professionals, including psychiatric 
nurses and psychiatrists. According to the Lebanese Psychiatric Society, there were 55 adult 
psychiatrists and 3 child psychiatrists practicing in 2009.30 There are 1.5 psychiatrists, 2.25 
psychologists, 0.5 social workers, 1.25 occupational therapists, and 7.5 other health or mental 
health workers per 100,000 Lebanese. The majority of psychiatrists work in private practice and 
for non-profit mental health facilities. Two thirds of psychologists, social workers, nurses, and 
occupational therapists work in government administered mental health facilities.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
27 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon . 
28 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon . 
29 Chahine, L., and Chemali, Z. (2010). Update on Mental Health Care in Lebanon. Eastern Mediterranean Health 
Journal, 16(7). 
30 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon . 
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In physician-based primary health care clinics, only between 1-20% have assessment and 
treatment protocols for key mental health conditions. Most of these clinics make more that one 
mental health professional referral each month. Traditional healers are not legally recognized in 
Lebanon, and rarely interact with other medical practitioners.  
Psychology is a not a profession that is registered or licensed with the Lebanese government. 
Psychologists in Lebanon do not have a syndicate, a code of ethics, laws to abide by, or legal 
regulation. Anyone with a master’s degree in psychology is allowed to open a clinic in Lebanon 
and see patients. This provides a potentially dangerous situation, and emphasizes the need for 
regulation of psychologists in Lebanon. The Lebanese Psychological Association is currently 
working on setting by-laws to create standards for psychologists.  
   
Funding and Public Education  
 
Inadequate funding is considered a significant barrier to effective mental health care 
provision and advocacy in Lebanon. The proportion of GDP contributed to the health budget is 
12.2%, only 5% of which is allocated to mental health. Of all the expenditures devoted to mental 
health, 54% are directed towards mental hospitals. This is mainly devoted to cover long-stay 
inpatient costs in private mental hospitals.  
 There is no official governmental coordinating body to oversee public education and 
awareness campaigns on mental illness and no programs in place for the promotion of mental 
health in Lebanon. Nongovernmental organizations and government agencies have conducted 
limited initiatives to address this gap. Public education on mental illness is achieved mostly 
through media, with televisions and radio stations broadcasting information on mental health 
related issues. Written materials are available in several hospital and clinic waiting rooms in 
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English, Arabic, or French that describe risk factors, course, and treatment of a variant of 
psychiatric conditions.31  
It is clear that expenditures on mental health are still far below needs.32 A study estimated 
that the cost of a campaign on mental health issues with an advertisement airing on the top five 
watched Lebanese television channels broadcast once per day at high volume hours for three 
months would cost over US $1.35 million based on 2009 prices.33 
Only 5% of all the health publications in Lebanon were on mental health, mainly focusing on 
epidemiological studies in community samples, non-epidemiological questionnaires for 
assessment of mental health disorders, services research, and medical interventions.34 Lebanon 
provides a unique experience of collective suffering through which to examine mental health, 
resiliency, vulnerability, and adaptation, and research in this context can promise local, regional, 
and international implications in the study of mental illness. There has been a growing interest in 
examining various dimensions of mental illness in Lebanon, and several of these studies are 
discussed in the literature review in the next chapter.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
31 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
32 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
33 Chahine et al. (2009). "Mental health care in Lebanon: policy, plans and programmes." 
34 World Health Organization. (2010). WHO-AIMS Report On Mental Health System In Lebanon . 
	   18 
 
CHAPTER 2 
 
 The scientific literature on war and mental health, particularly in Lebanon, remains 
limited. In this chapter, I will examine existing literature on mental health in situations of conflict, 
mental health in different cultures, and mental health in Lebanon. I will set up a foundation on the 
basis of which the interviews I conducted can be analyzed and contextualized.  
 
Mental Health Consequences of Conflict 
 
The world today is plagued with civil and military unrest. With widespread, enduring 
conflicts devastating various regions of the world, exposure to intermittent violence has become a 
common global phenomenon. Such conflicts directly impact the security, lifestyle, and health of 
millions, imposing a tremendous human, social, and economic burden on individuals and 
communities. Studies have shown that conflict situations cause more mortality and disability than 
any major disease.35 Over 1.5 billion people currently live in countries affected by violent 
conflict, representing almost 20% of the global population.36 The Geneva Declaration estimates 
that there are 52,000 annual deaths as a direct result of conflict, in addition to over 200,000 
indirect deaths during, or immediately following, war.  
Current manifestations of conflict have transformed the arena of civilians’ everyday lives 
into a battleground. Such consistent exposure to trauma and unrest has significant implications for 
these communities. Although the detrimental impacts of war and conflict on health are widely 
acknowledged, the focus is usually on direct casualties and harmful physical consequences. A 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
35 Murthy, R. S. and R. Lakshminarayana (2006). "Mental health consequences of war: a brief review of research 
findings." World Psychiatry 5(1): 25-30. 
36Foo, Lillian. “Fragile and conflict affected situations (FCS).” The World Bank: News and Broadcast.  
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majority of research on health and conflict examine direct situations of combat, soldiers, and 
prisoners of war.  
Besides direct casualties and exposure to harmful conditions, war produces a variety of 
stressful life experiences that have been associated with a wide range of psychiatric disorders. The 
studies that have been conducted in such settings show that the stressful experience of conflict can 
result in a wide range of psychiatric symptoms and disorders, such as post-traumatic stress 
disorder (PTSD), major depressive disorder, and anxiety. A positive relationship has been shown 
to exist between hardship levels and psychological disturbance. Yet research on the impact of war 
on civilian populations remains rare, and is usually descriptive and exploratory in nature.37 
Research examining the toll of war on the mental health of civilians in conflict-ridden 
communities is necessary to understand the collateral damage of conflict on society.  
There is a significant gap in research that examines the impact of armed conflict on the 
mental health of the exposed populations. Although research on the psychological impact of 
trauma does exist, the vast majority originates from countries least affected by armed conflict.38 
In 2001, the World Disaster Report estimated that less than 7% of those killed in armed conflict 
were from nations of high socioeconomic and political development, yet a majority of studies on 
the mental consequences of trauma originate from these Western countries. From January 2003 to 
September 2005, only 10% of the 169 studies published in PubMed on war and PTSD addressed 
populations in Asia, South Africa, and South America.39 However, almost all the ongoing 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
37 Farhood, L. (1993). "The impact of war on the physical and mental health of the family: the Lebanese experience."	  	  
38 Farhood, L., Dimassi, H., and Lehtinen, T. (2006). "Exposure to war-related traumatic events, prevalence of PTSD, 
and general psychiatric morbidity in a civilian population from southern Lebanon." Journal of Transcultural Nursing 
17(4): 333-340 
39 Farhood et. al (2006). "Exposure to war-related traumatic events, prevalence of PTSD, and general psychiatric 
morbidity in a civilian population from southern Lebanon."  
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conflicts in our world today occur in these regions.40 Addressing the asymmetrical regional 
distribution of studies on war and mental health is of great global importance.  
 
Culture and Mental Illness 
 
Examining the cross-cultural applicability of understandings of mental illness is very 
important. Recent studies have challenged the universalistic assumption of the classification of 
mental illness, calling for the sociocultural contextualization of illness, diagnosis, and care. 
Culturally specific research is essential to develop a comprehensive framework of the complexity 
of health problems in various societies.41  
There are noteworthy intercultural differences in the form, duration, and intensity of 
psychiatric illnesses, such as bipolar disorder and schizophrenia, both of which are generally 
acknowledged to be biologically based diseases that affect basic neurological and social 
functions. Such differences in cross-cultural manifestation of disorders are believed to be a 
function of cultural shaping and definitions of normative and deviant behavior. There remains a 
systematic disregard in clinical and diagnostic protocols of key local influences on mental illness, 
including the cultural shaping of disease models and the way we perceive, label, and evaluate 
deviant behavior.42  
Culture is involved in psychiatric assessment and diagnosis in many ways. In “The Place of 
Culture in DSM-IV,” the authors delineate the main ways that culture interacts with psychiatric 
assessment. Culture shapes the phenomenology of the symptoms, defining their content and 
meaning, and there are cultural variations in the idioms of distress, dysfunctions, and symptom 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
40 Global conflict trends: Measuring systemic peace. Systemic Peace. 
41 Mezzich, J. E., Kirmayer, L.J., Kleinman, A., Fabrega, H., Parron, D.L., Good, B.J., Lin, K.M., and Manson, S.M. 
(1999). "The place of culture in DSM-IV." Journal of Nervous and Mental Disease 187(8): 457-464. 
42 Kleinman, A. M. (1977). "Depression, Somatization and New Cross-Cultural Psychiatry." Social Science & 
Medicine 11(1): 3-10.	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patterns. Culture manifests through the diagnostic rationales and the grouping of symptoms into 
patterns, which could include culture-bound syndromes. Culture also modulates the interpersonal 
diagnostic interview and controls the overall conceptualization of diagnostic systems.43 The 
cultural identity of the patient, constructed by reference groups, language, and religious 
affiliation, among others, interacts with the cultural explanations of illness, such as idioms of 
distress, explanatory models, and popular sources for seeking care. Concurrently, cultural factors 
that shape the psychosocial environment, such as stigma and social support, can influence the 
response to symptoms and the course of illness.44 Thus, the social and cultural context of disease 
is inextricable from psychiatric diagnosis and treatment. 
Current understandings of the interaction of culture and mental illness remain contested. On 
one side, there is the belief in the universality of mental illness that varies in manifestation 
because of cultural differences. On the other hand, there is a belief that not all mental disorders 
are universal, both in expression and response to treatment, and that culture-bound symptoms and 
conceptualizations exist. This conceptualization proposes that the phenomenological meaning of 
mental illness is a product of the culture itself.  
Several movements in psychiatry have maintained the belief in the universality of mental 
illness and disregarded notions of cultural relativity. Mental illnesses are considered medical 
illnesses that are inherently neurologically similar but manifest in various shades depending on 
the cultural context. This argument is rooted in the finding that the forms of typical symptoms of 
mental illness seem to be recognizable in different cultural settings, and that certain patterns 
associated with mental disorders span cultural lines.  
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  Mezzich et. al. (1999). "The place of culture in DSM-IV."	  
44 Mezzich et. al. (1999). "The Place of Culture in DSM-IV." 
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Within this framework, international variation in rates of mental illness are considered to 
vary due to availability of psychiatric services, degree of tolerance by the population, and the 
limited professional training of psychiatrists. In The Handbook of Culture and Mental Illness, Dr. 
Issa writes, “it is not the universality of the symptoms of mental illness that if questioned, but it is 
how they are perceived, evaluated, and reacted to by the patient and his compatriots.” He suggests 
that what is needed is a classification system with more “fluid illness labels,” where the meaning 
of labels or symptoms change with social context.45 In this case, understanding the cultural 
context is crucial in shaping the meaning of the symptoms, but the ontology remains a universal, 
biomedical reality.  
Other scholars have voiced considerable resistance to this assumed universality of mental 
illness. In his ethnography Pharmaceutical Reason, anthropologist Andrew Lakoff criticizes the 
standardization of mental illness and examines how the determination of the etiology and course 
of treatment for a psychiatric patient can be a politicized process.46 In the psychiatric drug testing 
trials, the creation of a homogenous patient population was a necessary step to produce effective 
evidence according to biomedical criteria. Lakoff argues these pharmaceutical pressures drove the 
movement to make mental illness universally definable and identifiable. This is considered to be 
inaccurate and a cultural imposition of Western scientific norms. Lakoff argues that not only is 
there no clear biological or genetic substrate for mental illnesses, but that symptoms are shaped 
by specific epistemological contexts.  
Lakoff does not completely dismiss the significance of drug advancements, such as anti-
psychotics, in the management and treatment of various mental illnesses. However, he calls for a 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
45 Al-Issa, I. (1995). Handbook of Culture and Mental Illness: an International Perspective. (p. 9) Madison, Conn: 
International Universities Press.	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  Lakoff, A. (2005). Pharmaceutical reason: Knowledge and value in global psychiatry. Cambridge, UK: 
Cambridge University Press. 	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more critical examination of the forces driving the push for the complete universalization of 
mental illness and the clinical trail methodology requirements. Debates over how to identify and 
treat mental illness continue today, and are a part of the evolution of medical expertise and 
professional identity in psychiatry and psychology. 
The Diagnostic and Statistical Manual of Mental Disorders (DSM) is a tool complied by the 
American Psychiatric Association that provides standardized criteria for the classification of 
mental disorders. There has been an ongoing debate assessing the utility and possible limitations 
of the DSM as a clinical research tool in multicultural settings. The validity and reliability of the 
diagnostic categories, medicalization of human distress, and possible cultural bias are among the 
arguments in a growing movement questioning the standardized criteria for the classification of 
mental disorders. However, in the latest DSM released in 2013 (DSM-V), there has been a clear 
effort to incorporate both of these perspectives. Section 3 of the DSM-V contains a section 
entitled “Cultural Formulation,” which details possible cultural variation in the manifestation of 
certain mental illnesses. Concurrently, the Appendix contains a section entitled the “Glossary of 
Cultural Concepts of Distress”, which discusses the etiology, symptomology and management of 
specific culture-bound symptoms. This movement to make the DSM-V more culturally informed 
and appropriate for diagnostic accuracy maintains the presumed universality of standard 
diagnostic categories and criteria, but acknowledges specific culture-bound symptoms.47 
These arguments may not represent mutually exclusive conceptualizations of mental illness. 
The interaction of biology, genetics, culture, and society provide a complex picture of mental 
illness, which remains contested until this day.  I incorporate this discussion to acknowledge the 
ongoing deliberation on the question of culture and mental illness, and emphasize the importance 
of this question in conducting my research. Since I do not diagnose or characterize any of the 	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participants with mental disorders in the interviews, this debate was not directly applied to my 
research. However, understanding this context is inextricable from examining the climate mental 
health in Lebanon within the larger context of cross-cultural mental health. Conceptualizing 
cultural variation is important to realize the fluidity in the expression and manifestation of such 
disorders.  
Moreover, the ontology of mental illnesses can vary intra-culturally within given contexts. 
Considering the specific case of Lebanon, with a diversity of communities, ethnicities, exposures, 
and religious affiliations, there may be notable intra-cultural variations in manifestations of 
mental illness. The findings of my research provide brief insight into the cultural and societal 
undertones that create a unique experience of mental illness in Lebanon.  
 
Cross-Cultural Applicability of Diagnostic Tools of Mental Illness 
 
“People don’t have to customize their expressions to the DSM-IV for them to be considered real. I 
don’t see the situation in Lebanon as an exception to the rule, because who said that is the rule?” 
– Dr. Chammay  
 
A vast majority of studies conducted on mental health in global settings rely heavily on 
Western psychiatric scales and concepts of psychological well-being.48  Such imposition of 
Western frameworks could contribute to inaccurate diagnosis of mental illnesses, inappropriate 
prioritization of conditions, and a general misconception of the reality in the region. As discussed, 
the social, political, and cultural contexts influence the meaning attributed to experiences of 
distress, and lead to differences in manifestation of the psychological stress induced.   
 Most questionnaires, such at the Harvard Trauma Questionnaire (HTQ) for PTSD 
diagnosis and the Beck Depression Inventory for depression, depend on pen-and-paper test 	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approaches, which are natural in Western culture data collection methods but may be 
uncomfortable and unfamiliar in different contexts.49 Furthermore, the translation of many 
Western concepts in such questionnaires is not always culturally and linguistically applicable, 
affecting the accuracy of the instruments in diagnosis and the ability of the participant to correctly 
answer the questions.  
 In light of this, there has been a growing recognition of the importance of incorporating 
culturally specific instruments, phrasing, and interview methods in the study of mental health in 
non-Western situations.50 New studies have attempted to incorporate cultural perceptions of 
psychological well-being and illness in the methodology. Some Middle Eastern studies have 
translated, modified, and validated psychiatric screening scales such as the Hospital Anxiety and 
Depression Scale and the General Health Questionnaires, revealing the growing awareness of the 
limitations of Western methodological approaches to examining mental illness. Such 
ethnographic approaches have proven more effective in evaluating the reality of conditions in 
different cultural contexts, and can provide the necessary information for effective and targeted 
treatment and policy intervention. A balance between the considered universality of mental illness 
and understandings of unique cultural contexts inform our current approach to mental health 
research.  
 
 In my research, I seek to understand and describe public knowledge and beliefs on mental 
illness in Lebanon, coping mechanisms and obstacles to seeking care, perceived vulnerability, and 
the unique context of mental illness in a war-torn nation. Below, I outline existing literature 
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examining public beliefs and attitudes towards mental illness in general, and then the climate of 
mental health in Lebanon in specific.  
 
Public Beliefs and Attitudes about Mental Illness 
 
Although a majority of conducted studies focus on the quantitative evaluation of the 
prevalence of mental illness, several studies have examined the public beliefs and attitudes 
towards mental illness. In a review of thirty-three national studies and twenty-nine local and 
regional studies, Angermeyer and Dietrich (2006) examine the social environment of mental 
illness in various contexts.51  
In their review of literature, lay beliefs about the causes of mental disorders were found to 
differ from psychiatric research. Acute stressful life events were the most frequently mentioned 
cause of mental illness, followed by chronic stress in partnership or family, brain disease, and 
hereditary disposition. Psychosocial stress was favored over biological explanations of disease, 
expect in the case of schizophrenia. In terms of help-seeking beliefs, general practitioners were 
frequently recommended for treatment of depression, whereas psychiatric help was suggested for 
schizophrenia. This indicates that if mental illness is understood as biological, the willingness to 
seek treatment from a psychiatrist increases.  
People with mental disorders were considered dependent and in need of help from others. 
The most common negative association with mental illness was that individuals were 
unpredictable, and less frequently, violent and dangerous. There was an observable tendency to 
distance from persons with mental illness. However, the majority showed pro-social attitudes 
towards individuals afflicted with a mental illness, such as wanting to help them or feeling sorry 
for them.  	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No consistent relationships were found between the gender of respondents and their illness 
beliefs. Negative attitudes towards mental illness were positively associated with age: the older 
the individual, the more likely he/she was to have negative attitudes towards individuals with 
mental illness. Respondents with a higher education level were less likely to consider the person 
afflicted responsible for the illness. Familiarity with mental illness, such as having personally 
experienced a mental illness or having personal contact with an individual suffering from mental 
illness, contributed to more positive attitudes towards mental illness. Comparisons between 
various regions and countries found that non-Western ethnic groups were less aware and 
knowledgeable about mental illness, and more frequently attributed responsibility of mental 
illness to the afflicted individual.  
The review showed the need to better integrate mentally ill people in society, and that stigma 
remains among the most important obstacles to the provision of mental health care. The article 
concluded that the public’s ‘mental health literacy’ remains inadequate.52 However, it is important 
to note that the vast majority of studies examined in the review were conducted in Western 
countries, with only 9 out of 61 from the rest of the World. More studies in varying cultural 
settings are necessary to verify these findings. 
 
Mental Health: The Middle East and Lebanon 
 
Regional Context: Trauma in the Middle East  
 
As in most modern situations of conflict, the majority of victims subjected to violence in the 
Middle East are civilians.53 Most studies have indicated that exposure to war trauma constitutes a 
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risk factor for chronic mental health problems, mainly posttraumatic stress disorder, depression 
and anxiety.54 Studies conducted in Palestine, Iraq, and Lebanon have revealed several common 
threads in preventative factors, as well as factors that increase vulnerability to developing and 
perpetuating experiences of PTSD.55 Despite several discrepancies, general cultural similarities 
manifested in relatable experiences of trauma and mental illness.  
Common deterrents to adverse psychological consequences of trauma included increased 
religiosity and psychological preparation/anticipation of trauma. Factors contributing to increased 
perpetuation of psychiatric symptoms of depression and PTSD included loss of social networks, 
separation from family members and displacement, and socioeconomic adversity. 56  Within 
Middle Eastern cultures, patients with mental disorders were more likely to present physical 
complaints than psychological ones.57 Studies have indicated that a majority of participants 
described distinct physical reactions to psychological trauma, which is thought to be due to the 
stigmatization of mental illness and the social legitimization of physical disease over mental 
disorder.  
 
Mental Health in Lebanon 
 
 Several studies have examined mental illness in Lebanon. A majority of the studies cluster 
around the events of the Lebanese Civil War, with few studies looking specifically at the impact 
of the July 2006 War. The conflict in Lebanon provides a unique case of protracted violence and 
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conflict with rich material for evaluating the impact of war-related stressors on psychological 
well-being.  
 
L.E.B.A.N.O.N Study: A National Epidemiological Study 
 
“There is no doubt that exposure to war not only increases your immediate risk of having mental-
health problems, but that the risk carries on several years later.” – Dr. Elie Karam 
 
Despite the large burden of mental disorders in the chronically worn-torn society, no national 
epidemiological study was undertaken in Lebanon before 2002. 58  Previously conducted 
psychiatric studies focused on specific disorders, specified communities exposed to war, or small 
populations.  
As part of the WHO World Mental Health Survey Initiative, the first national assessment of 
mental health in Lebanon was conducted in September 2002. The L.E.B.A.N.O.N. study 
(Lebanese Evaluation of the Burden of Ailments and Needs of the Nation) was a nationally 
representative psychiatric epidemiological survey of 2857 adults.59 The study also collected 
information on socio-demographic characteristics and exposure to traumatic events during the 
Civil War from the respondents. It is important to note that the L.E.B.A.N.O.N study was 
conducted before the July 2006 War, and could underestimate the current situation of mental 
illness in Lebanon.  
The survey found that mental disorders were common in Lebanon, with estimates high 
enough to place mental illness among the most prevalent health problems in Lebanon. 17% of 
respondents met the criteria for at least one 12-month DSM/CIDI disorder, 27% of which were 
classified as serious. The number of individuals with mental disorders not receiving treatment was 	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found to be considerably higher in Lebanon compared to Western nations. Only 10.9% of 
respondents with the 12-month disorders received treatment, 85% of which sought care from the 
general medical sector. Treatment was significantly more common amongst women than men, 
and was positively related to family income and education level.  
Forty-nine percent of the participants had a history of exposure to war related events. 
Significantly elevated mood, anxiety, and impulse-control disorders were associated with two or 
more traumatic events. Males were exposed to more war events due to their greater mobility 
during war time when compared to women and children, yet anxiety and mood disorders were 
found to be more prevalent among women than men. No difference was found between men and 
women in impulse control or substance abuse disorders. This is thought to be due to the cultural 
context preventing men from honestly reporting impulsive acts and the use of substances. 
Socioeconomic status was not found to be protective against mental illness or exposure to the 
enormous stresses of war and sectarian strife.60 
In another study examining the results of the L.E.B.A.N.O.N study, Karam et al. (2008) 
investigate the lifetime prevalence, treatment, and age of onset of mental disorders and their 
relationship to war in Lebanon. The high prevalence of mental disorders and the early age of 
onset during productive and formative years reveal the national burden of mental illness, which is 
further compounded by long delays in seeking care.  
About one fourth of the sample (25.8%) met the criteria for one of the DSM-IV disorders at 
some point in their lives, with 10.5% having more than one disorder. The prevalence of anxiety 
disorder was 16.8%, compared to 12.6% for mood disorders, 9.9% for depression, 4.4% for 
impulse control disorders and 2.2% for substance disorders. War in Lebanon, analyzed as both 	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individual events and cumulative exposure, increased the risk of developing mental disorders. 
This increased risk applied for anxiety, mood, and impulse control disorders, but not for bipolar 
disorder. 
The projected life-time risk for any disorder revealed that 32.9% of respondents are expected 
to have met the criteria for one or more DSM-IV disorder by the age of 75. Half of all the 
respondents who are expected to ever have a disorder in their lives will have an onset by the age 
of nineteen. The highest projected risk was for major depression at 17.2%.  
Only a minority of people with any mental disorder ever received professional medical or 
psychiatric treatment. Seeking treatment in the first year of onset of the disorder and shortly after 
was extremely low, at 12.3%. The median delay between age of onset of mental disorder and age 
of first seeking treatment was six years. The median delay for substance disorders was 9 years and 
28 years for anxiety disorders. The shortest delay in seeking treatment from onset was 3 year for 
impulse control disorder. The barriers for seeking treatment are predicted to include financial 
difficulties, stigma, and a lack of awareness of symptoms of mental illness. With the highest ratio 
of physician to population in the Arab World (325 physicians per 100,000 Lebanese), a shortage 
of physicians was not considered an obstacle to seeking care. However, general physicians have 
limited training in treating psychiatric patients and identifying mental disorders, particularly when 
masked by somatic complaints.61  
Long Term Consequences of War Trauma 
 
Exposure to war trauma has been associated with the persistence of long-term consequences. 
Particularly in the context of recurring violence and instability, the residual effect of war 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
61 Karam, E. G., Mneimneh, N., Dimassi, H. Fayyad, J. Karam, A.N., Nasser, S., Chatterji, S., and Kessler, R.C. (2008). 
"Lifetime prevalence of mental disorders in Lebanon: First onset, treatment, and exposure to war." Plos Medicine 5(4): 
579-586. 
 
	   32 
experiences can have severe and lasting consequences on the population at large. In a study of 
625 citizens in six villages in the South of Lebanon, Farhood and Dimassi (2012) found that the 
presence of negative stressors remained long after Israeli withdrawal after the civil war.62 This 
does not even consider impact of the July 2006 War on the occupied Southern villages of 
Lebanon.  
In another study, Farhood and Noureddine (2003) examined the long-term impact of the 
particular occurrence of civilians witnessing a church explosion. Fifteen months after the 
explosion, victims still reported a fairly high level of disturbance. In the study, 39% met the 
PTSD diagnostic criteria, 51% were depressed, and 45% reported a deterioration of health 
status.63 Thus, studies have revealed that there are the long-term implications of war on the mental 
health of the Lebanese population. The significance of this finding lies in acknowledging that the 
end of war does not bring an end to the psychological suffering of its victims.  
 
The Role and Consequences of Motherhood in Conflict  
 
Mothers have been a particular focus in studies of war trauma and mental illness in Lebanon. 
Mothers in Lebanon have unique responsibilities in war, such as the protection of younger 
children and preparation of food, which are often hindered by the limited mobility, resources 
constraints, and the inaccessibility of water, electricity, and foods. In a majority of studies, 
mothers were found to be more vulnerable to the physical and mental stressors of conflict.  
Bryce et al. (1989) found that the number of environmental problems, such as the 
unavailability of water, electricity, or toilets, the levels of crowding, and the number of children at 	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home under the age of 15, were positively associated with increased levels of depressive 
symptoms among women in Lebanon.64 In the study, education was found to be protective against 
depression. In another study that examined 152 women in Beirut, Bryce et al. (1989) found that 
mothers exposed to stressful life events, particularly those related to war, had the highest level of 
depressive symptomology.65 Furthermore, mothers who perceived the war-related events to affect 
them negatively, and those who claimed to respond to these events in an ‘emotional manner,’ had 
higher levels of depression.  
Non-war related stressful life events were also important in predicting high levels of 
depression, such as family and household characteristics of income, education, residential 
relocation, life events not related to war, and the family’s social network. This study reveals the 
importance of acknowledging the interaction of non-war related experiences with the traumas of 
war in producing additive vulnerability to mental illness. War events do no occur in isolation of 
the context of daily life, and can serve to compound difficulties and gradually overload an 
individual’s ability to cope.  
Women undoubtedly experience unique circumstances in situations of conflict that 
contribute to a higher vulnerability to the onset of mental illness.66 However, this is difficult to 
separate from the taboo associated with mental illness amongst males in Lebanon. In a society 
where men are socialized to repress emotional experiences and signs of weakness, significant 
underreporting of disorders and psychological syndromes could contribute to inaccuracies in the 
conclusions of such studies. 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
64 Bryce, J., Walker, N., and Peterson, C. (1989). “Predicting symptoms of depression among women in beirut: The 
importance of daily life.” International Journal of Mental Health, 18(1). 
65 Bryce, J., Walker, N., Ghorayeb, F., and Kanj, M. (1989). "Life experiences, response styles and mental-health 
among mothers and children in Beirut, Lebanon." Social Science & Medicine 28(7): 685-695. 
66 Farhood et al. (1993). "The impact of war on the physical and mental health of the family: the Lebanese 
experience."  
	   34 
 
 
 
 
Youth in War 
 
Research has found that children are the most physically and psychologically vulnerable in 
modern day conflicts.67 Protracted armed conflicts require significant developmental adjustments 
by children and youth. However, little research has been done to examine children’s stress 
reaction to trauma within this context of chronic violence.  
In Lebanon, children whose mother had poor psychological functioning were found to be 
more vulnerable to developing psychological disorders during armed conflict, especially for 
younger age groups.68 In a study conducted by Farhood (2013) that examined 2752 Lebanese 
families, poor maternal psychological health was positively associated with poor child 
psychological health. Mother’s depression was significantly associated with deterioration of 
children’s physical and psychological health and interpersonal relations.69 The study concluded 
that the most important predictors of child health during wartime were maternal health and family 
social support.  
The significance of examining the link between maternal and child psychological wellbeing 
lies in understanding the intergenerational transmission of trauma and distress. In addition to the 
long-term consequences of war on mental health, this intergenerational component preserves 
suffering and passes it down to the next childbearing Lebanese generation. Mothers dealing with 
residual trauma from the July 2006 War and inheriting the Civil War trauma from their mothers 
birth Lebanese children vulnerable to indirect exposure to the consequences of war. This cycle 
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reveals the grave importance of mental health, stability, and safety in producing a healthy future 
generation in Lebanon.  
However, children in war also have unique vulnerabilities beyond the intergenerational link 
to mother’s mental illness. A survey conducted by Chimienti et al. (1993) in the Greater Beirut 
area of 2220 children between the ages of 3-16 years found that 96% of them had been exposed to 
at least one traumatic event. Children exposed to traumatic events exhibited a variety of 
behavioral and affective symptoms including nervousness, aggressiveness, symptoms of PTSD, 
and depression symptoms.70 
In another study, Macksoud and Aber (1996) examined the interaction of war experiences 
and the psychosocial development of children in Lebanon throughout the civil war.71 They 
classified the Lebanese exposures to trauma during war into ten categories: exposure to shelling 
or combat, separation from parents, bereavement, witnessing violent acts, suffering physical 
injuries, victim of violent acts, emigration, displacement, involvement in hostilities, and extreme 
deprivation of food, water or shelter. They found that, on average, the interviewed children 
witnessed 6 different types of traumatic war events. The most common war trauma was the 
exposure to shelling or combat, followed by bereavement, displacement, and witnessing violent 
acts. Such high rates of traumatic exposure speak to the unique context of the Lebanese civil war 
as a protracted and widespread conflict that affected a vast majority of the population directly, 
and children specifically.  
In the study, the greater the number of traumas a child experienced during the Civil War, 
the more likely he/she was to consider one trauma especially disturbing, and when so disturbed, to 
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exhibit more severe stress reactions to that trauma. The frequency of exposure was found to 
greatly modulate a child’s response to trauma and development of mental illness. However, the 
types of trauma were found to be more important in differentiating the developmental outcomes 
than the frequency.72  
A significant contribution of Macksoud and Aber’s study was the examination of the 
possible positive impacts of war trauma on childhood development. Witnessing a violent act or 
separation from parents was found to increase altruistic values such as helping others and 
protecting the vulnerable. Children who lost someone were found to increase “planful behavior” 
and control over their lives. In studying the impact of war trauma on mental health, examining the 
possible protective outcomes of exposure to trauma could reveal an important aftermath of war 
and change the trajectory of this field of research.  
 
Somatization: Physical Expression of Mental Suffering 
 
Somatization is a Western medical term used when intrapsychic conflicts are converted to 
physical symptoms and mask the expression of emotions or psychological symptoms.73 Higher 
levels of somatization have been associated with low socioeconomic status, lower education 
levels, rural origins, and active and traditional religious affiliation.74 Although some argue that 
somatizations occur when there is an inability to express emotion through language, Lebanon and 
other countries in the Middle East report cases of somatization despite the rich emotional 
vocabulary of Arabic for expressing emotional distress.75 
Somatization has been considered to be an adaptive social function rather than a defense 
against anxiety. In contrast to mental symptoms, which connote stigmatized mental illnesses, 	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physical symptoms can legitimize patient entry to health care. This can also serve to reintegrate 
the sick person into the social group and reaffirm norms of solidarity and support.76 
Few studies have looked at somatization in the specific context of Lebanon. In the 
aforementioned study of 2752 families after the civil war, Farhood et al. (1993) found that many 
individuals in the study reported high levels of somatization. Symptoms like pharyngitis, runny 
nose, and allergic reactions were frequently mentioned, despite the summer months in which the 
study was conducted.77 
 
Survival in Lebanon: Stress Mediators and Coping Mechanisms 
 
Protective factors and coping mechanisms in Lebanon are extremely important to 
understanding the social and cultural context of mental illness. With such protracted conflict and 
frequent exposure to trauma, coping mechanisms are extremely important for daily functioning 
and responsibilities. With an entire nation bombarded with instability, stress mediators are 
inextricable from understanding the dimensions of mental wellbeing and illness in Lebanon.  
 
Social Support 
In a study of 2752 Lebanese families after the civil war, Farhood et al. (1993) found that 
social support can mediate the impact of stress on the individual and the family in Lebanon. 
Social support was believed to moderate the negative consequences of stressors, as individuals 
with a strong support system were less likely to suffer strain and deterioration of physical and 
mental health in response to stressful life events. In the study, social support was found to provide 
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the most significant mediating effect for fathers of household, while social class was shown to be 
the most protective against stress of war among adolescents.78 
In another study, Farhood (1999) examines the impact of war and non-war stressors on 
families’ ability to cope. The more war and non-war stressors life events experienced by the 
family, the more likely the family was to adapt poorly and experience mental and physical health 
problems. The more events experienced, the greater the likelihood that they will be perceived as 
stressful, which leads to less successful family adaptation as manifested by physical and mental 
symptoms.  
In the study, social support was the only consistent predictor among the family resources that 
predicted adaptation outcomes in various situations. Social support was reported to intervene in 
the stress-illness relationship and help protect individuals and families against the negative 
consequences of stress, thus facilitating individual and family adaptation. Greater family 
resources, such as education and social class, were also predictors of effective family adaptation. 
 
Religiosity 
  In Lebanon, people’s experience of war and conflict are informed and constructed within 
religious and political undertones. In a study conducted comparing psychiatric disorders among 
adolescents in the Gaza Strip and Lebanon, Khamis examined religiosity and ideology as possible 
coping mechanisms or protective factors in how traumatic war events contribute to mental health 
outcomes.79 The study found that higher levels of religiosity were associated with higher levels of 
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depression and anxiety among youth in the Gaza Strip, but found to be protective to youth in the 
South of Lebanon.  
  In the study, Khamis notes the importance of distinguishing between being religious and 
religiosity. Especially in the context of Lebanon, the importance of religion is often independent 
of religious service attendance and ideologies. Religious sects play a vital function in Lebanese 
society, mainly because they are the primary social organization through which political security 
is maintained. Religion is thought to benefit in this context by helping adolescents process the 
traumatic memories, overcome problematic thoughts and behaviors, have a sense of purpose, and 
develop effective coping and communication skills.  
It is also important to note that this study was conducted after the July 2006 War, and focused 
on the South of Lebanon due to its unique exposure to violence, shelling, bombing, and 
displacement.80 Furthermore, the Shi’a Muslim majority and their sympathy with Hezbollah’s 
cause in this region present a unique attachment to religion and ideology within political contexts.   
 
Research and discussion of coping mechanisms in Lebanon remains inadequate. With an 
entire population that has persevered through decades of insecurity, focusing on protective 
mechanisms can shed light on human responses to stress and trauma that could have global 
significance and implication.  
 
Inadequate Mental Health Care: A Barrier to Social Wellbeing and Positive Health Status 
 
Unfortunately, mental health remains far from a priority in Lebanon. Mental health services 
remain abysmally inadequate, as discussed in Chapter 1. The burden of mental illness has long 	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exceeded Lebanon’s capacity to address it. Political instability and intermittent spurts of violence 
contribute to continued disruption in care.  Understanding the structural context of mental health 
care in Lebanon is an important variable in the larger landscape of Lebanese wellbeing. 
In a national report, Chahine and Chemali identified existing barriers to optimal mental 
health service delivery in Lebanon through a review of literature, surveillance of current mental 
health services, and interviews with primary care physicians, officials at the Ministry of Health, 
and the World Health Organization.81 The main barriers were classified as government-related 
factors, patient-related factors, and physician related factors.  
Lebanon does not have a national policy on mental health, and minimal long term planning is 
being done at the ministerial level. Budget allocations from the health sector for mental health do 
not exceed 5%.82 The identified government-related barriers included the absence of a mental 
health care agenda in the Ministry of Public Health, the lack of training of primary care 
physicians to identify and treat mental disorders, the lack of psychiatrist input into the 
organization of mental health care on the public health level, and time constraints for mental 
health care training in medical and nursing school curricula. The lack of governmental 
prioritization of mental health is clear through its meager provision of services and resources.  
The identified patient-related barriers to seeking care were the fear of stigmatization, as well 
as the lack of necessary knowledge to understand their symptoms as psychiatric. Physician-related 
factors preventing adequate mental health care were considered the stigma of physicians towards 
patients with mental illness, lack of knowledge to treat complicated psychiatric disorders, lack of 
time and compensation for treating mental health disorders and offering therapy in the primary 
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care setting, and lack of identification of mental disorders in patients presenting with somatic 
complaints.  
  Research on the existing mental health care services in Lebanon must accompany studies 
on lay understandings and attitudes about mental illness in order to get a holistic image. 
Governmental and institutional messages about the priority of mental wellbeing trickle down to 
individual perceptions and beliefs. With a national strategy that places mental health on the back 
burner, a clear message is sent to the population about the significance of mental health to the 
nation. Understanding the individual and structural composition of mental health in Lebanon is 
inseparable from identifying problems and possible solutions.  
 
Limitations 
 
It is important to note the limited scope of this literature review. I have not included 
information on prisoners of war and soldiers, who are particularly vulnerable in times of war. 
Combat, injury, and being held hostage are undoubtedly stressful and traumatic, and the violent 
events witnessed in these situations can have significant implications on mental and physical 
health. However, my goal is to examine the collateral damage of war on civilians. The 
significance of this focus is in identifying that conflicts do not only affect direct participants, and 
have wide-ranging consequences on society as a whole.  
Furthermore, my study does not include the unique experience of the numerous refugees in 
Lebanon, who are particularly at risk for mental illness, as well as poverty, poor health, 
discrimination, and unemployment. Several studies have examined the mental health of refugees 
in Lebanon, with a focus on Palestinian refugees, which have not been included in this literature 
review. I have limited my focus to the Lebanese experience, but acknowledge that several 
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populations have suffered significantly throughout war in Lebanon that have been excluded from 
the discussion.  
 
Moving Beyond Numbers: Cultural and Societal Perceptions of Mental Health 
 
 As in many contexts within the Middle East, illness of the mind is an extremely 
underrepresented issue within mainstream society. Research confirms that mental illness carries 
heavy social stigma in Lebanon, and that such issues have been found to remain predominantly 
private matters within the immediate family. However, the extremely high rates of PTSD, 
depression, and anxiety in Lebanon reveal the need to alleviate this stigmatization and increase 
the awareness about trauma, mental illness, and available resources and treatment.  
Societal perceptions of mental health directly impact experience, reporting, and coping with 
psychological illness in Lebanon. Although an increasing number of studies examine mental 
illness and mental health care in Lebanon, there has been limited initiative to focus on the social 
and cultural perceptions of these mental health disorders. No study has been conducted that 
specifically examine the dimension of mental illness stigma and beliefs in Lebanon. Such 
research is integral to addressing the mental health disparities in Lebanon, especially since these 
psychological disorders are subject to extreme stigmatization and a general lack of awareness.  
Although there has been increasing attention to such issues, the existing research remains 
inadequate and limited in scope. I have undertaken this project to contribute to the slowly 
growing effort to study mental illness in Lebanon, and provide significant contributions to the 
current understanding of mental illness in post-conflict Lebanon. My research will shed light on 
some of the issues discussed in this chapter, but further research is imperative to increase social 
tolerance of mental illness and tackle barriers to seeking treatment.  
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Research and funding allocations identify national and international priorities. There is no 
health without mental health, and our research, mental health initiatives, and awareness 
campaigns must loudly express and address this in a time of rampant violation of the rights, health 
and humanism of people all around the world.  
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CHAPTER 3 
 
“Don’t continue with these studies because you will become so disillusioned. This is a word of 
advice from a mother to a daughter. You’re going to become the one who needs treatment.” – 104 
(Beirut, Female, Over 60 Years) 
 
Part I - Methodology  
 
Research on mental illness in Lebanon remains scarce, and a majority of existing studies 
focus on quantitatively assessing the national or regional rates of mental illness. This study 
examines the social and cultural dimensions of mental illness in Lebanon through interviews with 
the general population. The interviews will provide insight into lay understandings of mental 
illness in Lebanese society. Participants in the study were required to be at least 18 years of age in 
order to give consent to be interviewed. Participants were also required to have lived in Lebanon 
for a majority of their lifetime in order to be familiar with Lebanese society and have an opinion 
of mental illness in that context. 
The importance of using qualitative interviews lies in examining the broader perceptive of 
the Lebanese population regarding mental illness. Qualitative research can enhance understanding 
of quantitative data by contextualizing numbers in the bigger picture. In this context, the use of 
face-to-face interviews provided an appropriate method to qualitatively examine societal 
conceptualizations of mental illness. The design of my interviews sought to identify common 
patterns while simultaneously gaining insight into unique individual experiences and beliefs. 
However, it is important to acknowledge the limited generalizability of my findings due to the 
small sample size. The interviews conducted provide only a glimpse of the perceptions of mental 
illness in Lebanon, coping mechanisms, and obstacles to seeking treatment. 
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The interviews were conducted within two regions: Beirut and the South of Lebanon. 
Interviews in Beirut were conducted in Hamra, Ashrafieh, Shiy’ah, Verdun, and Raouche, while 
the interviews in the South of Lebanon were conducted in the villages of Bint El Jbeil, Ayta El 
Shaab, Khirbit Silim, and Tyre. These geographic regions were selected to include populations 
that experienced high exposure to conflict, unrest, and violence during both the Lebanese Civil 
War and the July 2006 War. The regional scope of Beirut and the South of Lebanon served to 
include both urban (Beirut) and rural (Southern regions) attitudes towards mental illness and war-
related trauma.  
 
Interview Questions and Procedures 
 
 The study was IRB-approved, and I conducted all the interviews after obtaining verbal 
consent throughout the months of July and August 2013. The majority of interviews were 
conducted in Arabic. The questions used in the interviews are included Appendix A in both 
Arabic and English. The interview questions were originally drafted in English, translated into 
Arabic, and translated back to English to ensure consistency in intended meaning and 
terminology. The interview questions focused on four main topics: knowledge and awareness of 
mental illness in Lebanon, personal experiences of war, coping mechanisms and obstacles to 
seeking care, and understandings of risks associated with increased vulnerability to mental illness. 
The interview was semi-structured, with open-ended questions and an emphasis on personal 
experiences, perceptions, and anecdotes. In consideration of the cultural context of Lebanese 
society and the privacy regarding personal issues and information, the majority of interview 
questions were phrased in general terms, focusing on societal reactions rather than individual 
responses.  
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A total of 29 interviews were conducted overall. The distribution of the interviews in 
terms of age and gender are outlined in the tables in Appendix B.  
 
Limitations of the Interviews 
Collecting Demographic Information 
 
 One of the main limitations to my research was collecting demographic information from 
the interview participants. When prompted for age and education status, participants were hesitant 
to answer. Many participants were uncomfortable divulging their age, particularly older women. 
Due to this obstacle, the age of interviewed participants was estimated into the categories of 18-
40 years, 40-60 years, or over 60 years of age. In prompting for educational attainment, a majority 
would claim that they had received a degree in higher education (college and above), perhaps due 
to the social climate of Lebanon and the stigma associated with being uneducated. Therefore, the 
accuracy of this information is uncertain. Lastly, collecting information about income or 
socioeconomic status is not openly accepted in Lebanon. Such obstacles in are due to the lack of 
interview-based research tradition in Lebanon, as well as distrust in the preserved anonymity of 
interviewer.  
 Such limitations prevent further analysis of results. It is essential to analyze differences in 
understandings of mental illness across generational, socioeconomic status, and educational lines. 
This would provide further insight into the dimensions of mental illness in Lebanese society, and 
how it varies throughout the population. Such findings would have significant implications on 
policy in designing effective and targeted interventions rather than generic awareness or outreach 
programs on mental health and trauma.  
 
Willingness to Participant in the Study 
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Due to the sensitivity of the topic, discussing the taboos of war and mental illness, many 
people declined to participate in an interview. Approximately fifty people were approached on the 
street or in local stores and asked if they would be willing to participate in a study on war and 
mental health. About fifteen people declined, but were not asked to provide a reason for declining 
to participate. Two participants requested to stop halfway through the interview, indicating that 
they did not wish to continue or be included in the study.  
Willingness to participate could influence the generalizability of my findings, as the 
results do not account for the attitudes of individuals who did not wish to participate in the study. 
However, due to the design of the study in examine general perceptions of understandings of 
mental illness, this self-selection may have limited impact on the derived conclusions.  
 A majority of participants were over the age of 40. 44.8% of participants were estimated 
to be between the ages of 40-60, 41.3% over the age of 60, and 13.8% between 18-40 years. This 
is partially due to the method of recruiting participants, which involved approaching people in 
shops or on the streets of these towns. This eliminates younger populations who are in schools. A 
potential strength of this relatively older sample lies in having participants who have experienced 
the Civil War (1975-1991) during adulthood. However, including a larger portion of the younger 
Lebanese generations is crucial to understanding the intergenerational differences in perceptions 
of mental illness. This underscores the importance of more research on this issue. 
 
Accuracy and Representation  
 
 The randomized method of interviewing within Beirut and the South of Lebanon 
(indiscriminately approaching willing participants) could serve to provide valuable information in 
starting to understand the social and cultural dimensions of these crucial issues on a national scale. 
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However, while the interviews focused on general attitudes and societal perceptions, the desire for 
individuals to portray themselves in a favorable way to the interviewer could have impacted the 
results. This disadvantage was probably amplified by the use of face-to-face interviews rather 
than pen and paper questionnaires that are perceived to be more anonymous. 
 
Initial Expectations 
 
Based on prior research, as well as personal experience in Lebanon, my initial 
expectations were to find many misconceptions about mental illness, particularly concerning the 
factors that contribute to developing mental disorders. I anticipated mental illness to be associated 
with insanity, craziness, and social alienation, and considered a result of genetic or biological 
abnormalities. I anticipated finding a high rate of perceived stigma regarding mental illness in 
Lebanon.  
In general, my initial expectations were inaccurate. Most participants were much more 
knowledgeable about the social factors that contribute to mental illness, as well as the role of 
protective factors in modulating this relationship. Discussion of war trauma and the daily stressors 
of conflict greatly outnumbered biological references in discussions of vulnerability to the 
progression of mental disorders.  
Most interviewed participants seemed to share my initial expectation about the social and 
cultural climate of mental illness in Lebanon with regard to stigma. Although they asserted that 
they did not personally associate mental illness with craziness, they believed that this was the 
general perception in Lebanese society. They claimed that there was significant taboo surrounding 
mental illness and seeking psychiatric care.  
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My interview findings are discussed throughout the rest of this chapter. The source of 
these perceptions, and the mechanisms through which these understandings are propagated, were 
beyond the scope of the interviews, but could potentially illuminate important information in the 
shaping of knowledge and belief of mental illness in Lebanon.  
 
Part II – Analysis 
  
Embedded within answers to the interview questions were stories of fear, nightmares, 
struggles, protection, and love. Anecdotes of bombings in the home, loss of loved ones, 
evacuation, and the unremitting threat of death interweaved our discussions of mental illness. 
Although I sought to use the interviews as an analytical tool, I valued the importance of the 
individual stories as an essential component in understanding the collective experience of 
surviving war. Interspersed within the summary and analysis are direct quotes from the 
interviews. The numbers associated with the quotes (e.g. 104, 208) represent the interview code to 
maintain the respondents anonymity. The corresponding gender, location, and age range are 
included after the numerical code to contextualize the quote.  
The analysis presented in this chapter depends primarily on the information derived from 
the interviews with the general public. In the following chapter, these findings are discussed in the 
context of the interviews with professionals in the field, as well as existing literature. The 
information provided in this chapter provides a preliminary analysis of my interviews that will be 
further elaborated throughout the rest of the thesis.  
 
Understandings of Mental Illness 
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Among the goals of the study was to examine how mental illness was conceptualized in 
Lebanon. Interview participants were asked what they believed mental health and mental illness 
to be.   
 
Definitions of Mental Health 
 
“If your mental health is not right, you’re whole life is affected and ruined.” – 112 (Beirut, 
Female, 40-60 Years) 
 
In the interviews, mental health was attributed to normal functioning, such as normal 
behavior, thinking, emotions, personality, comfort, and communication. Mental health was 
described to include the ability to cope with daily responsibilities, being balanced, being a 
productive member of society, and being comfortable with work, family, and the people around 
you. Mental illness was considered diametrically opposed to this normal functioning. It was 
described as the inability to carry out daily responsibilities, being unbalanced, an inability to 
comprehend, experiencing disorders of behavior, and an abrupt change in habits. Emotions used 
to describe mental illness included fear, anxiety, worry, and exhaustion.  
In general, mental illness was considered to overtly hinder a person’s ability to carry out 
daily functions and manage behaviors. Certain expressions of mental illness do manifest in ways 
affecting ability to cope with daily life, which was accurately recognized in many interviews. This 
awareness among participants suggests a realistic and pragmatic view of the expression of mental 
illness in daily life, as opposed to misconceptions of mental illness manifested exclusively in 
crazy, violent, and manic behavior. Such beliefs can serve to reduce stigma and the blame of 
individuals with a mental disorder, and reveal an increasing awareness about the various 
expressions and conditions of mental illness.  
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Throughout a majority of the interviews, mental health and illness were discussed in a 
dichotomy of normal vs. abnormal functioning, rather than a continuum. This dichotomy presents 
mental illness as an unambiguous lack of mental wellbeing. None of the interviews considered the 
different types or severity of symptoms, the debated subjectivity of diagnoses, and cultural 
variations in behavior. The conceptualization of mental illness the opposite of mental health is 
crucial in examining lay understandings in Lebanon.  
The broad framing of the interview question could have impacted the provided definitions 
of mental illness and health. The questions asked for a general description, and did not pursue the 
participant understanding of the diverse nature of experiences and symptoms of mental illness. In 
all of the interviews, there was no mention of hallucinations, delusions, or personality disorders in 
the discussions of mental illness. Most references seemed to refer to symptoms of depression, 
anxiety, and post-traumatic stress rather than schizophrenia, bipolar disorder, and multiple 
personality disorder. A possible contributing factor to such beliefs could be that depression and 
anxiety are the two most common mental disorders in Lebanon.83  
 
Mental Illness and Social Roles 
 
In the interviews, mental illness was understood in terms of failed or disrupted social 
responsibilities and role. Mental disorders were marked by external disruptions just as much as 
they were considered internal states of the individual. The emphasis on the external expression of 
mental illness through the performance of daily tasks and interactions could be a reflection of 
conceptions of personhood in Lebanese society. In the collectivistic society of Lebanon, 
personhood is defined beyond individual autonomy, and is conceptualized within social relations 
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and interaction. Consequently, distress is manifested in terms of disrupted social relations rather 
than internal processes.  
But such conceptualizations can threaten to further marginalize individuals with mental 
illness, as they are considered incapable of participating in society through experiences such as 
maintaining a job, interacting in social settings, and raising a child. These findings could reveal a 
source of stigma within the climate of Lebanon that considers all forms of mental illness to result 
in an inability to carry out daily functions and responsibilities.  Furthermore, such understandings 
assume that an individual identified to function normally in society cannot have a mental illness. 
The dependence on external manifestations of mental illness could signal a misconception among 
Lebanese individuals about certain mental disorders, and reveal its role in propagating stigma 
about mental illness and seeking care.  
 
Mental Health and Physical Health 
 
“The being is like the physical [body] and can get sick.” – 101 (Beirut, Male, Over 60 Years) 
 
“You get a mental illness with a physical illness. Your back hurts, you blood pressure rises, you 
become nervous and angry. It’s a cumulative effect of past experiences.” 111 (Beirut, Female, 
Over 60 Years) 
 
 Mental illness was compared to physical health in a variety of contexts. Some referenced 
mental illness as a biological illness, just like physical illness, emphasizing its inextricability from 
overall health. Physical health was also incorporated through the discussion of somatization. 
References to high blood pressure, aches, nausea, chest tightening, and other physical conditions 
were discussed as direct consequences of the stress of war. This acknowledgment of physical 
symptoms as a result of stressors, distress, and mental illness was found in several interviews.  
 
“Physical wounds can heal and be treated, but emotions are incurable. This is an illness that 
stays.” 206 (South of Lebanon, Female, Over 60 Years) 
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In several interviews, mental illnesses were considered more difficult to treat than physical 
ailments, and sometimes even permanent and untreatable. These beliefs indicate that individuals 
with a mental disorder are considered permanently dysfunctional. Although only a few 
individuals believed mental disorders were completely untreatable, many others considered such 
conditions very difficult to treat or overcome. This difficulty was attributed to inability to 
effectively communicate with friends and family, not being able to overcome a specific way of 
thinking, or ignoring personal problems or issues. Such attitudes indicate the blaming of the 
individual for the progression of their mental illness, and serve to propagate stigmatization and 
alienation of the mentally ill in Lebanon.  
 
Causes of Mental Illness 
 
“Mental illness is a certain adjustment that goes wrong [due to] pressures. [This can be] self-
imposed pressure, external pressure, or societal pressure that result in losing the ability to 
maintain a sane and active existence.” 106 (Beirut, Male, 40-60 Years) 
 
The experiences that contribute to the progression of mental illness proposed in the 
interviews included intermittent exposure to conflict, specific experiences trauma, differing 
vulnerabilities, and personality strength. Individuals discussed mental illness to progress from 
specific bad occurrences or experiences that are not necessarily associated with conflict. 
However, more commonly, mental illnesses were linked to experiences of war and instability.  
There was very limited discussion of the biological etiology of mental illness apart from 
its relation to physical health or its description as an ‘illness of the mind.’ Environmental and 
psychological factors were emphasized in the interviews, and there was no mention of genetic 
predisposition to mental illness. This could reflect the lack of mental health public education and 
advocacy, and a general disconnect between professional and public information and beliefs 
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regarding mental illness. However, since the interviews focused primarily on mental health in the 
context of war, this pattern could have been due to the framing of the questions and the study’s 
purpose.  
 
 Insecurity and Instability 
 
“In a time of war, your mind stops” – 210 (South of Lebanon, Female, 40-60 Years) 
 
“Living in Lebanon is a risk factor for mental illness. These experiences leave deep traces on the 
Lebanese people”  - 110 (Beirut, Male, 40-60 Years) 
 
 Understanding mental illness is inextricable from examining context within which it is 
experienced. The interviews were used to examine the context of conflict in Lebanon, and beliefs 
about its impact on mental health. In the interviews, the factors considered to contribute to mental 
illness were frequently contextualized in the instability of Lebanon’s political situation. The lack 
of stability and security inherent to life in Lebanon was repeatedly mentioned as the cause of 
mental illness.  
Whereas some participants discussed war as a direct risk factor for mental illness, others 
mention exposures associated with conflict that result in increased vulnerability to mental illness. 
Experiences of war such as intermittent fear, witness of catastrophe or death, and sensing threat to 
life were referenced in explaining the mechanisms through which war can cause mental illness. 
Daily experience associated with conflict, such as inability to get food and water and constant 
power outages were also mentioned.  
Several individuals mentioned the duration of conflict as a risk factor, usually with 
specific mention of the experience of the Civil War interacting with the exposures of the 2006 
War. This cumulative exposure also included to the sporadic instability such as explosions and 
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assassinations, civil strife, and political turmoil. We see that the unremitting instability of 
Lebanon is believed to contribute to the risk for mental illness.  
“You won’t have mental illness when you have security and peace of mind: mental health is about 
safety and security. Once one feels safe, all these issues go away.” – 203 (South of Lebanon, 
Male, Over 60 Years) 
 
“Take other countries, like Germany. Everyone is so comfortable with their lives, while we hold 
the weight of the world on our shoulders, from stability, to food, to money.” – 103A (Beirut, 
Male, Over 60 Years) 
 
“If we tested the Lebanese population, I’m sure that more than 80% will have mental issues. 
These experiences leave deep traces in the Lebanese people.” – 110 (Beirut, Male, 40-60 Years) 
  
 The understanding of war as a direct risk factor contributing to mental illness has 
implications in understanding the permeability of mental illness in Lebanon. Participants often 
mentioned a high rate of mental illness among Lebanese, and the widespread impact of their 
unique exposure to conflict. Generalizations suggesting that a majority of Lebanese experience 
symptoms of mental illness as a result of the war were commonly found. The discourse and 
context of these generalizations is important.  
There is an acknowledged collective experience of suffering in Lebanon. The interviews 
identified a sense of community in the shared suffering, and its manifestations on mental and 
physical health. Contrary to dominant conceptions of individual mental health and distress, such 
collective experiences provide a new context through which to examine mental illness. The sense 
of social support and companionship in the stressful experience could be adaptive in modulating 
the impact of war on mental health. Furthermore, the protective ability of social and religious 
networks could be related to this conceptualized collective experience. Acknowledging unique 
characteristics as these can enhance our understanding of the diverse manifestations of mental 
illness and adaptive mechanisms in various settings.  
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The perception of mental illness as a result the traumatic and cumulative exposure of war 
is important. Many respondents recognized instability as a risk factor for mental illness, and this 
knowledge is crucial for individuals to understand the long-term impact of exposure to conflict 
and identify the need to seek care if appropriate. However, the implications of such an assumption 
could potentially be problematic. In several interviews, individuals believed that mental illness is 
not common for individuals living in a state of complete security and peace. This delegitimizes or 
stigmatizes experiences of mental illness within Lebanon that are not necessarily attributable to 
exposures of conflict or insecurity, and can further deter help-seeking behavior.  
 
Desensitization  
 
Some interviewees discussed the impact of protracted conflict in creating a desensitization 
to war trauma exposures. Repeated exposure to unrest was thought to produce eventual resilience 
in the face of the experiences, and the Lebanese were believed to have grown accustomed to the 
chaos. In discussing their personal experiences of war, several participants claimed that they no 
longer got shocked or scared, and that their daily responsibilities distracted from uncertainties of 
the future and the violence of the present. However, there has been evidence against this 
understanding that repeated traumatic and stressful exposures lead to eventual desensitization. As 
seen in the literature, the number of exposures to traumatic events was associated with an 
increased risk of mental illness.84 
 
Stress Beyond Conflict 
 
“Over everyone’s head is a cloud.” – 101 (Beirut, Male, Over 60 Years) 
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Layers of stress characterize the Lebanese experience. War, civil strife, and violence interact 
with stressors of limited water and electricity, unemployment and poverty, inaccessibility of 
affordable quality health care and education, domestic violence, overpopulation in coastal areas, 
and pollution. The connection of these stressors to mental health was apparent in many of the 
interviews. Several participants cited the financial, security, and political hardships in Lebanon, 
relating it to a national sense of hopelessness, when discussing experiences that contribute to 
mental illness. Experiences of conflict are embedded with the stresses of daily life, and this 
interaction plays a large role in mental wellbeing.  
 
Vulnerability 
 
 Interviewed participants were asked who they considered most at risk of developing 
mental illness. This question sought to elicit understandings of vulnerability to mental illness and 
possible sources of misconceptions and stigma.  
 
Strong vs. Weak Personalities 
 
“People who are more vulnerable depend on their personality. My personality makes me able to 
fight and avoid mental illness. Some people are more fragile and weak, and instances such as 
these can completely take over them, and cause distress and mental illness. Personally, I would 
not even let myself develop mental illness, because I know how to deal with situations and people 
and I have the ability to overcome it” -111 (Beirut, Female, Over 60 Years) 
 
“You need to be stronger than the disease to not develop mental illness. Mental illness defeats its 
owner.” – 206 (South of Lebanon, Female, Over 60 Years) 
 
 Frequently mentioned in discussions of vulnerability to mental illness was the notion of 
strong and weak personalities. Strong personalities were associated with the ability to withstand 
challenges, exposures of trauma, and experiences of mental illness. This strength was often 
referred to as immunity to exposures and illness. Weak personalities were associated with 
fragility, sensitivity, and an inability to endure experiences of trauma. 
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 The categorization of mental illness within a binary framework of strong vs. weak 
personalities implies that mental illness can be individually and internally overcome with mental 
strength. Weaker individuals are considered less able to fight the traumatic exposures and 
experience of mental illness. This understanding attributes mental illness to an inherent weakness 
of the individual, making them indirectly responsible for the progression of the illness.  
The assumed preventability of mental illness implies an error or incompetency of the 
individual who develops a mental illness. While strong individuals can deal with the experiences 
on their own, weaker individuals progress to illness and must seek care. Attributing the 
responsibility of mental illness to the individual could contribute to the stigmatization and 
marginalization of the mentally ill. 
The conceptualization of strong vs. weak personalities was commonly referenced in 
response to the interview question asking whether the individual would personally seek 
professional care. Those who said they would not seek professional help explained that they were 
able to deal with it on their own, implying personal strength. This understanding of mental illness 
may present a significant barrier to seeking care, as mental illness is associated with 
characteristics of weakness, softness, fragility, and dependence. The resilient are considered able 
to overcome exposures, and even if they do develop are mental illness, they should be able to 
overcome it with the strength of their personalities.  
This understanding of mental health as strength must be contextualized in Lebanon’s 
culture celebrating resilience, strength, and the ability to persevere in the face of challenges. 
Resilience in the face of hardship permeates through Lebanese music, media, and society. 
Beirut’s raging nightlife is unhindered by political unrest, construction sites of exceedingly lavish 
homes sprinkle every city, and blaring sounds of fireworks drown out gunshots in the distance. 
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Car bombings and assassinations are followed by widely circulated light-heard jokes. Daily 
responsibilities of school and work supersede the threat violence and civil strife. In Bhebak ya 
Libnan (I love you, Lebanon), Fairuz sings about steadfastness and stubbornness of the Lebanese 
in the face of suffering. The Lebanese culture of resilience is evident in the sustained daily 
routines in the face unwavering unpredictability.  
Gendered Vulnerabilities to Mental Illness 
 
“You can’t say that women are more vulnerable than men, it depends on the person’s make up. Is 
he strong or weak? Can he handle shock or trauma?” – 105 (Beirut, Male, 40-60 Years) 
 
“I think it’s natural that women are more vulnerable to mental illness. Women are more sensitive, 
caring, and emotional. A man can get over a horrible occurrence, but it’s harder for a women.” – 
111 (Beirut, Female, Over 60 Years) 
 
“Men are busy with responsibilities or think they have to be more solid and not show weakness, 
making them more able to make the adjustment [and more resistant] to mental illness.” – 106 
(Beirut, Male, 40-60 Years) 
 
Some participants used the discussion of strong and weak personalities to refute gendered 
understandings of vulnerability to mental illness. The strength of the personality was considered 
the determining factor of vulnerability, not whether the person was a woman or man. More 
commonly however, the strong and weak dichotomy of personalities and resistance to mental 
illness was gendered. Weaker personalities were often attributed to women, who were considered 
more sensitive, fragile, and caring. In general, men were more commonly perceived to be resilient 
to developing mental illness. They were thought to be more accepting of the realities of war, and 
less sensitive. Men were expected to be firm and be pragmatic in management of situations of 
crisis. Women were considered more vulnerable to mental illness because of their sensitivity and 
weaker personalities. It is important to contextualize these understandings in social norms. 
Lebanese male values are strength, power, insensitivity and dominance, while females in 
Lebanese society are considered more submissive, caring, nurturing, and sensitive.  
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Gendered Exposures 
 
 “I have experienced both: a person during the civil war and a mother during the 2006 war. It 
changed my experience; I wasn’t even scared in the civil war. The [2006] war really impacted my 
mental wellbeing because I worried about my children.” – 201 (South of Lebanon, Female, 40-60 
Years) 
 
“Mothers whose children were killed will be mentally ill until they die.” 205 (South of Lebanon, 
Female, Over 60 Years) 
 
The role of women as wives, mothers, sisters, and caretakers involve unique experiences 
of war that require particular attention. The unique stress involved in protecting and caring for 
family members, particularly children, in times of conflict is common for many Lebanese women. 
One woman in the South of Lebanon said that she would no longer have children because it will 
be easier to evacuate in case of danger with two children. Another discussed the painful 
experience of having to wash her newborn child with freezing water. Several women commented 
on the fear and anxiety of the conflict being inherently tied to worrying for the safety of their 
children and husband. The realities that women experience in conflict can cause significant stress, 
responsibility, and fear.  
 It is also important to recognize the unique exposures of males in conflict, particularly as 
soldiers. The assumed social responsibility of men to protect and provide for the family can be 
extremely stressful in the context of political unrest and war. A few interviewed participants 
commented on the dangerous exposures of men in conflict as a risk factor for mental illness.  
   
Children 
 
 “We had many issues because my son had sudden thoughts of death and would cry. He wouldn’t 
be able to sleep. He would think about dying, heaven, and hell.” – 210 (South of Lebanon, 
Female, 40-60 Years) 
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In several interviews, children were considered particularly vulnerable to developing 
mental illness.85 Explanation for their vulnerability referred to the inability of children to process 
traumatic exposures in a healthy way, especially compared to desensitized adults who have 
experienced the civil war. Furthermore, children in Lebanon have limited mobility during the war 
to have normal, healthy childhood experiences, such as playing freely, which could contribute to 
distress, anxiety, and frustration. The inter-generational impact of parents who lived through 
unremitting conflict was also believed to manifest later in children as mental illness.  
Conversely, some participants believed that children were less vulnerable to develop 
mental illness as a result of exposures from war because they are not able to fully understand and 
process their experiences.  
 
Experiences and Exposures 
 
 Other individuals believed that vulnerability to mental illness was solely related to 
stressful exposures and experiences. These were most often references to experiences of war, but 
there was also mention of the stressors of daily life being associated with vulnerability to mental 
illness. This understanding implies that the severity, duration, and context of the traumatic or 
stressful experiences are associated with the vulnerability to mental illness. Victims of war, 
witnesses of conflict, victims of domestic violence, and individuals lacking social support were 
among the vulnerable populations named.   
 
Lack of Importance and Awareness 
 
“There’s no importance to mental health in Lebanon. Even when people go into psychiatry, 
people say: ‘why would you want to do that? To help crazy people?” 107 (Beirut, Female, Over 
60 Years) 
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“There is no understanding of mental illness in order to even be able to accept it.” 211 (South of 
Lebanon, Male, 40-60 Years) 
 
“Everyone is just thinking of daily responsibilities, no one thinks of such issues.” – 102 (Beirut, 
Male, Over 60 Years) 
 
The lack of importance and awareness regarding mental illness in Lebanon was the most 
commonly discussed issue in the interviews. Participants were asked whether they considered 
mental wellbeing to be prioritized in Lebanon. Every participant, without exception, responded 
negatively to the question. While several mentioned positive steps forward in terms of increasing 
awareness and efforts, all the interviewed participants believed that mental health was not 
considered a priority in Lebanon.  
The lack of importance attributed to mental health was believed to be because of the 
preoccupation with daily responsibilities and stressors involved with life in Lebanon. All the 
interviewed participants did not believe that institutions and people in Lebanon valued their 
mental wellbeing. The implications of this are crucial to understanding the social and cultural 
dimensions of mental illness in Lebanon, and can shape individual and societal beliefs about the 
importance of mental health.   
 
Coping Mechanisms 
 
 Using an understanding of the knowledge and perception of mental illness in Lebanon, we 
can examine coping mechanisms and adaptive behavior. The interview asked about the coping 
mechanisms used by the Lebanese to overcome mental illness or exposure to war trauma. 
Interviewed participants discussed avoidance, religion, pills and sedatives, social networks, and 
substance abuse as coping mechanisms prevalent in Lebanon. Examining perceived coping 
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mechanisms enhance our understanding of the environment of mental illness in Lebanon, 
obstacles to seeking care, and possible steps forward.  
 
Avoidance or Dealing with It Alone 
 
 “Honestly, I would not seek help. I think these issues sprout from within, and they need to be able 
to cope with them.” – 202 (South of Lebanon, Male, 40-60 Years) 
 
In the interviews, some participants mentioned denial and avoidance as coping 
mechanisms for mental illness. They believed that individuals did not acknowledge or process 
their exposures and experiences in order to understand the repercussions on mental health. This 
behavior was even seen among some of the interview participants, who claimed that they had no 
reaction to the war and that it did not affect their daily life.  
 
Religion 
 
 Coping with mental illness through faith and religion was mentioned in several interviews. 
A man from the South of Lebanon said that prayer was the way he was able to overcome the 
anxiety he developed after the 2006 War. Others discussed ideas of exorcism, and turning to 
religious leaders to remove the ‘bad spirit.’  
Religious communities in Lebanon tend to adopt fatalistic approaches to life: what will be 
will be. The will of God is frequently referenced in times of hardships, and death is a sad yet 
inevitable reality. This understanding of suffering as God’s will could modulate the experience of 
war and act as protective factor against mental illness.  
 
Pills/Sedatives 
 
 Pills, such as Lexotanil, Prozac, and Valium, were mentioned in the interviews as coping 
mechanisms used in Lebanon to deal with exposures of war and mental illness. The abuse of pills 
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and sedatives was considered a widespread problem in Lebanon, perpetuated by the easy 
accessibility of these medications over the counter or illegally.  
 
Social Networks  
 
“Family bonds replace therapy and medical aid for mental illness in Lebanon.” – 202 (South of 
Lebanon, Male, 40-60 Years)  
 
Lebanon is characterized by an exceptionally strong nuclear family structure and kinship 
affiliations. Family unity and cohesion are the axis of Lebanese values and culture. In the 
collectivistic society of Lebanon, social networks are considered inextricable from mental 
wellbeing. Furthermore, social interaction is given great value in Lebanese society, not only with 
family by amongst a wide circle of friends.86 Many interviewed participants mentioned social 
networks as important coping mechanisms in Lebanon. Talking to friends and family was 
believed to a protective factor against mental illness, as well as a way of coping with the 
experiences of war. Social networks were often referenced as a starting point before resorting to 
seeking professional care.  
 
Substance Abuse, Suicide, and Self-harm 
 
Drugs, alcohol, and cigarettes were references as coping mechanisms, usually in the 
context of substance abuse. Suicide and self-harm were referenced as coping mechanisms that 
resulted from the stigmatization of mental illness and an inability to seek care.  
 
Obstacles to Seeking Care 
 
Identifying obstacles to seeking care is inextricable from understanding the dimension of 
mental illness in Lebanon, and addressing barriers to health. The participants were asked what 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
86 Farhood et al. (1993). "The impact of war on the physical and mental health of the family: the Lebanese 
experience."  
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they considered to deter people from seeking necessary care in Lebanon, whether through 
psychiatry, psychotherapy, or general practitioners.  
 
Few Medical Resources and Financial Barriers 
   
 “No one cares about use anyways, poor people die and no one cares. Money is needed to 
overcome [mental illness], and no one will give you the money you need.” – 104 (Beirut, Female, 
Over 60 Years) 
 
“[There’s] no doctor that is good, no government services that are good, no hospitals that are 
good. There is nothing working here.” - 113 (Beirut, Male, 18-40 Years) 
 
The lack of accessible and affordable medical resources was frequently mentioned as an 
obstacle to seeking care. Mental illness is not covered by insurance in Lebanon, and the cost of a 
consultation or medication can deter care-seeking. Especially among individuals of lower 
socioeconomic status, mental wellbeing is not considered a financial priority in comparison to 
essentials of food, electricity, and water.  
 
Stigma and Fear of Being Misunderstood 
 
“People are ashamed to talk about seeing a psychiatrist, they fear being called hysteric or crazy. 
They go in secret. Although more people have been seeking help after the war, no one talks about 
it.”-108 (Beirut, Female, Over 60 Years) 
 
“Unfortunately, there’s a stigma associated with mental illness. Because of this, many live with 
mental health conditions which go untreated and unaddressed out of fear of being a social 
outcast.” -115 (Beirut, Female, 18-40 Years) 
 
“Mental illness is viewed poorly in Lebanon, it’s associated with craziness. They don’t 
understand mental wellbeing. To them, you’re either sane or crazy, there is no in between.” -112 
(Beirut, Female, 40-60 Years) 
 
 In the small, tight-knit community of Lebanon, great importance is placed on social 
reputation and family status. This was believed to deter individuals from confronting the 
stigmatized illness out of fear discrimination, labeling, and alienation from their family and 
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community. In the interviews, stigma was described as a crucial obstacle to seeking care in 
Lebanon.  
Although a majority of participants did not overtly stigmatize individuals with mental 
illness, they acknowledged that pervasive stigmatization of mental disorders exists in Lebanon. 
Many asserted that mental illness was viewed negatively, especially in terms of its association to 
craziness or insanity. The stigma was discussed as a significant factor in the marginalization of 
individuals with mental illness in Lebanon. The factors believed to contribute to this stigma 
included the lack of education, inadequate national prioritization of mental health, and the lack of 
initiatives that discuss mental illness in an accessible way. 
 
Group Variation in Interview Responses 
 
 Although the interviews provide a small sample for examining beliefs of the Lebanese 
population in general, surfacing patterns could provide important clues to enhance our 
understanding of mental illness in Lebanon. In this section, I will highlight differences in the 
interview responses of the men and women, the urban and rural populations, and the different age 
ranges. However, this analysis cannot be considered indicative of national distribution and 
variation in beliefs because of the small sample size. 
 It is also important to note the method used for this analysis. I identified when a specific 
concept was mentioned in the interviews, and examined the distribution of those instances. This 
approach does not take into consideration individuals that may have a certain opinion on the 
issue, but did not discuss it in the interview. 
 
Difference in Responses by Gender 
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 In the interviews, men were found to more frequently reference financial barriers and 
limited medical resources as barriers to mental health and care seeking in Lebanon. Men were 
also more likely to resent the government for their condition, and reference the importance of 
stability and security for mental wellbeing. Factors driving this could be the responsibility of the 
Lebanese males as heads-of-households to provide security, health, and money for the family, 
which is often strained by times of war and conflict.  
Men were more likely to mention childhood and difference in experiences/exposures as 
factors contributing to vulnerability to mental illness. Both men and women were equally likely to 
discuss resilience to mental illness in the strong vs. weak personality framework and describe 
women as more vulnerable to mental illness. Men were more likely to say that they would not 
seek professional care if they needed it, and that they would deal with the illness on their own. 
This could be related to conceptualizations of mental illness as weakness, and the gender 
socialization of males to assert strength and independence.  
Both men and women were equally likely to believe that repeated exposure could 
eventually lead to desensitization. Men were more likely to describe mental illness as an inability 
to cope with problems, and consider the war to have impacted everyone in Lebanon. Women were 
more likely to express that they did not feel safe in war.  
In the interviews, women were more likely to reference religion is a coping mechanism, 
while the men were more likely to reference the importance of social networks. This could be an 
indication of the increased utility men receive from social networks that place stress and 
responsibility on the women as care-givers. Men and women equally acknowledged stigma and 
the fear of being labeled as a problem in Lebanon. Further research on gender divergences in 
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beliefs and behaviors of mental illness is required to verify these findings and their implications in 
Lebanon.  
 
Differences in Interview Responses Between Urban and Rural Communities 
 
 There are several differences between life in Beirut and life in villages of Southern 
Lebanon. Beirut is a densely populated, polluted, and metropolitan city while the Southern 
villages of Lebanon are rural and dispersed atop mountains. Beirut is a microcosm of Lebanon’s 
religiously diversity, while Southern villages tend to be religiously uniform. Life is Southern 
Lebanon is characterized by large extended families and homes, while small apartments in 
towering building with the nuclear families typify the urban Beirut lifestyle. The South of 
Lebanon was invaded by Israel in both the Civil War and 2006 War, while Beirut witnessed 
invasion only in during the Civil War in 1982, and for a shorter period of time. Differences in 
discussions of mental health in urban and rural contexts of Lebanon highlight the various 
interacting factors that shape the landscape through which trauma, and its aftermath, are 
understood. 
In the interviews, respondents in the South of Lebanon were more likely to report an 
attachment to home and the importance of social networks as a coping mechanism. This is an 
indication of the importance of social support in these rural communities. Whereas social 
networks are more dispersed in Beirut, individuals are embedded within a tight-knit community 
of extended family in the Southern villages.  
Rural populations were more likely to deal with mental illness on their own and reference 
the weak personalities as a risk factor for mental illness. Respondents in the villages of Southern 
Lebanon were more likely to discuss specific traumatic instances in the interviews, as well as the 
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unique experience of mothers in war. The importance of stability and security was also more 
commonly referenced among this interview group.   
 Respondents in Beirut were much more likely to discuss preoccupation with daily 
activities, resent the government for their suffering, and mention the financial barriers they faced. 
This could be due to the emotional and financial stress involved with living in a crowded and 
expensive city. Residents of Beirut were more likely to reference stigma and labeling as a barrier 
to mental health in Lebanon. Pills and sedatives were exclusively mentioned as coping 
mechanisms in Beirut.  
 Respondents in both Beirut and the South of Lebanon were equally likely to report not 
feeling safe, the lack of awareness regarding mental illness, and the inaccessibility of medical 
resources. There was no difference in willingness to seek professional care between interviewed 
participants in Beirut and in the Southern villages. This is important, because although there are 
clear difference in the social dimensions and understandings of mental illness in these two 
regions, the settings were very similar in the relative acceptance of care seeking. Although 
definitive conclusions cannot be drawn from these findings, interesting patterns surfaced that 
could provide valuable insight into the factors that shape understandings of mental illness in 
different contexts.  
 
Generational Differences 
 
 It was difficult to examine the generational differences in responses to interview questions 
among age groups since age was not requested from the interview participants and the interviews 
were not evenly distributed, with most respondents being over the age of 40. Thus, identifying 
patterns with regard to age range in the interviews was difficult and showed no prominent 
distinctions in attitudes towards mental illness.  
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 The unique information gathered from my interviews reveals the utility and significance 
of qualitative research in examining the social and cultural dimensions of mental health in 
Lebanon, and the need for further research, analysis, and discussion. The next chapter will 
compare my interview findings with existing literature and interviews I conducted with several 
mental health professionals in the field.  
 
 
 
  
 
  
	   71 
CHAPTER 4 
 
In addition to the interviews conducted in Beirut and the South of Lebanon, I conducted 
interviews with experts in the field of mental health in Lebanon, with experiences ranging from 
research, policy and advocacy, psychiatry, and nursing. In the interviews, the professionals were 
asked to discuss their work and experience with mental health in Lebanon, common 
misconceptions they observed, deterrents to help-seeking behavior, and more. The interviews 
were concluded with a question about what needs to be done to address mental illness in Lebanon 
and possible steps forward to reduce stigma, discrimination, lack of awareness, and obstacles to 
seeking care. The list of questions can be found in Appendix C. All five interviews were 
conducted in English.   
The purpose of conducting these interviews was to examine the consistencies and 
discrepancies in understandings of the social and cultural dimensions of mental illness among the 
general population and professionals in the field. Examining this interaction is important in 
analyzing the climate of mental illness in Lebanon. In this chapter, I will consider and compare 
the main findings of my general public interviews with the interviews of mental health 
professionals and existing research literature.  
 
Interviewed Mental Health Professionals 
 
Dr. Rabih Chammay is a trained psychiatrist at St. Joseph University in Lebanon, where he 
currently teaches in the Faculty of Medicine. Dr. Chammay engages in public health initiatives 
with local and international organizations in Lebanon, such as the International Medical Corps 
and the World Health Organization. He focuses on public mental health and is currently working 
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on the integration of mental health into primary care as a step towards comprehensive community 
based mental health services.   
 
Dr. Laila Farhood is a professor of psychiatry and mental health nursing at the American 
University of Beirut. Dr. Farhood is a clinical associate in the psychiatry department and conducts 
individual, family, and couple therapy. Dr. Farhood’s research focuses on the impact of trauma on 
the physical and psychological function of Lebanese, the assessment of PTSD, depression and 
general health status in war trauma victims, and intervention studies in the South of Lebanon.  
 
Dr. Elie Karam is head of psychiatry and clinical psychology at St. George University Medical 
Center, and professor at Balamand University Faculty of Medicine. In 1982, Dr. Karam founded 
IDRAAC (Institute for Development, Research, Advocacy, and Applied Care), an organization 
devoted to research and field services in mental health. Dr. Karam is the current Executive 
Director of IDRAAC and initiated the first national epidemiological study of mental health in the 
Arab World.  
 
Dr. Ziad Nahas is a professor and chair of the Department of Psychiatry at the American 
University of Beirut Medical Center. Dr. Nahas is a co-founder of The Embrace Fund, an 
organization targeting stigma and the lack of accessible and affordable treatment experienced by 
the mentally ill in Lebanon.  
 
Dr. Nelly Nassar is a clinical psychologist licensed by the California Board of Psychology and is 
a psychotherapist at the American University of Beirut Medical Center.  
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Importance of Mental Health In Lebanon 
 
“Our society values peace of mind more than it values happiness. Mental wellbeing is not 
prioritized.” – Dr. Chammay 
 
In the interviews, the general population did not believe mental health to be a priority in 
Lebanon. The interviewed mental health professionals similarly expressed this sentiment. 
Although certain progress was acknowledged, the professionals believed that mental health 
research, provision of services, policy, social tolerance and knowledge were all inadequate in 
Lebanon. Thus, both professional and public beliefs indicate a national neglect of mental 
wellbeing. We see that the national disregard of mental illness is perceptible among all levels of 
Lebanese society.  
On the other hand, Dr. Rabih Chammay examined the perceived lack of prioritization of 
mental wellbeing among individuals to be a part of the Lebanese culture. He argued that 
achievements of securing a job, family, and normal life are valued over individual happiness. In 
Lebanon, individuals are inextricable from social links and interactions, which may explain the 
prioritization of external stability over the internal stability widely held in Western 
understandings of contentment.  
 
The Collective Experience of War 
 
In the interview, Dr. Rabih Chammay discussed the significance of the war as a shared 
national experience of the Lebanese population. Despite this, it was not dealt with on a national 
level. The alleviated worries of survival in war were immediately replaced with concern for daily 
responsibilities. Till today, the civil war is still referred to as al-ahdath or “the events”. This can 
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serve as a coping mechanism in which dissociated terminology is used to reframe the 
understanding of the experience.  
Many interview participants expressed that they did not believe war impacted their daily life 
but asserted that deep scars of war are found among a majority of the Lebanese population. Dr. 
Farhood’s experience with patients in therapy echoes this conclusion, as many tell her they 
believe everyone in Lebanon is in need of her services, implying the widespread impact of the 
experience of war on the Lebanese population. Although the individuals acknowledge the impact 
of the war on society as a whole, they minimize their personal experiences of distress and 
emphasize the large-scale collective suffering.  
However, it is important to recognize that war does not indiscriminately cause mental illness 
among an entire population. The interaction of protective factors, vulnerabilities, genetic 
predisposition, and exposure to trauma can all modulate susceptibility to mental illness. Thus, 
although such responses may reveal denial and avoidance of the significance of lived experiences 
of war, it could reveal an effective and honest coping mechanism employed to move on from the 
experience of war.  
 
Political Etiology of Disease 
 
 In a study of kidney disease among lower socioeconomic status patients in Egypt, Shirine 
Hamdy introduces the term “political etiologies” to describe the patient’s conceptualization of 
their illness in terms of Egypt’s larger social, economic, and political ills87. In the study, Hamdy 
found that patients implicated corrupt institutions, unsafe food, polluted water, and poor provision 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
87 Hamdy, S. F. (2008). "When the state and your kidneys fail: Political etiologies in an Egyptian dialysis ward." 
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of medical services for their pathological illness. The breakdown of their kidneys was considered 
a direct result of the breakdown of the welfare state.  
The neglected patients formulated potent critique of disease etiology and state responsibility, 
believing that social and political transformations change the view of one’s bodies and shape 
individual experiences in them. Thus, kidney disease was framed in the social ills affecting Egypt 
as a whole: a collective suffering manifesting in individual disease. Hamdy posits that all disease 
etiologies are political. She critiques the impact of medicalization in deflecting attention away 
from social arrangements and political forces that contribute to the incidence of distress and 
disease, blaming individuals for their condition.88 
 In several of my interviews, participants blamed the government for their ills. Wein el-
dawleh? or “where is the government (or public services)?” is a common-found slogan of 
disillusioned frustration in Lebanon. The inadequate provision of services, political volatility, 
sectarian tension, and neglect of the poor and marginalized have been a guaranteed constant in 
Lebanon. These government failures are compounded by exposure to war, conflict, and 
instability. As discussed above, several interviews referenced the indiscriminant impact of war 
and suffering on the entire Lebanese population.  
Anthropologist Sherine Hamdy’s notion of “political etiology” can serve as a framework to 
examine how mental illness in Lebanon is conceptualized in collective suffering and the larger 
social and political causes of disease. In the interviews I conducted, the etiology of mental illness 
extended beyond individual vulnerabilities and experiences and was contextualized in larger 
social and political struggles. As in the case of kidney patients in Egypt documented by Hamdy, 
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  Hamdy (2008). "When the state and your kidneys fail: Political etiologies in an Egyptian dialysis ward."	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the mental health of Lebanese individuals is a product of the conditions in which they live and the 
negligence of the government in protecting it.  
 
 
Knowledge and Identifying Mental Illness 
 
Exposure To Trauma 
 
Exposure to traumatic events was mentioned in several interviews with the public in the 
context of personal experiences of war and desensitization. Some individuals identified exposure 
to trauma as an immediate risk factor for mental illness, while others believed that repeated 
exposure led to an eventual desensitization and resilience.  
In the interview, Dr. Ziad Nahas discussed the importance of exposure to trauma and 
individual responses in creating vulnerability to mental illness. He discredited the common 
misconception that repeated exposures result in desensitization and an acquired immunity to 
mental illness. According to Dr. Nahas, the frequency, chronicity, and type of traumatic exposure 
matter and repetition of traumatic episodes can significantly affect mental health and contribute to 
the development of mental disorder. Similarly, Dr. Karam explained that reliving situations of 
trauma or suffering can make you more likely to react in a negative way. He argued that the 
“brain learns that those situations that have primed you to suffering.” 
The argument presented by Dr. Nahas and Dr. Karam is consistent with the sensitization 
hypothesis, which argues that continued exposure to a stimulus, in this case a traumatic 
experience, results in a progressive amplification of the response. Studies have shown that 
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repeated exposure to trauma can aggravate symptoms, and is associated with increased incidence 
of mental illness, such as post-traumatic stress disorder and other complications.89  
In Lebanon, Macksoud and Aber found the greater the number of traumas a child 
experienced during the Lebanese Civil War, the more likely he/she was to exhibit more severe 
stress reactions to the trauma. A large percentage of the children who had been exposed to several 
traumas exhibited PTSD in response to one war trauma they subjectively appraised as ‘the most 
disturbing’ to them, continuing to do so even when that trauma had occurred up to 10 years ago.90 
The protracted war and violence in Lebanon provides a unique situation where traumatic 
exposures can occur frequently and indiscriminately. Through this mechanism, life in Lebanon is 
a direct risk factor to the progression of mental illness. However, Dr. Nahas suggests that chronic 
exposure to unrest without direct, life-threatening experiences could potentially be adaptive. This 
relationship remains uncertain due to the limited research on these issues.  
 
The Myth of Lebanese Stigma 
 
“There is stigma in Lebanon against mental illness, but it’s like the stigma found anywhere else in 
the world. The reality is that this stigma is compounded by a lack of information and available 
resources.” – Dr. Ziad Nahas 
 
Uninformed stereotypes and social stigma perpetuate misunderstandings of the course and 
manifestation of mental illness and foster discrimination against afflicted individuals. Stigma was 
commonly referenced in the general public interviews to characterize the climate of mental illness 
in Lebanon. Although a majority of participants asserted that they did not personally consider 
mental illness a taboo, almost all explained that society had very negative attitudes towards 
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mental illness. Many respondents believed individuals with mental illness in Lebanon 
experienced frequent discrimination, alienation, and social disapproval.  
The interviewed mental health professionals considered the stigma associated with mental 
illness in Lebanon to be no more prominent than that in other societies. Both Dr. Nahas and Dr. 
Farhood claimed that the stigma in Lebanon is like anywhere else in the United States. Dr. 
Chammay explained that although mental illness is considered taboo and degrading in Lebanon, it 
is like the ‘stigma that exists in every country.’  
Dr. Karam argued that there is an overinflated assessment of how big the stigma is in 
Lebanese culture, but acknowledged that it remains an impediment to wellbeing in Lebanon that 
is compounded by misinformation and lack of accessible resources. He estimated that two-thirds 
of the Lebanese are not against consulting someone if they have a mental illness but that the main 
problem lies in identifying the need to seek care. However, Dr. Farhood and Dr. Nassar 
maintained that stigma and the fear of being labeled or judged plays a significant role in deterring 
help-seeking in Lebanon, and that mental illness is still not widely accepted although there has 
been increasing tolerance. 
The inconsistency of between beliefs of the mental health professionals and general public 
lies in the contextualization of stigma in Lebanon. The stigma of mental illness found in all 
societies prevents people from seeking, or fully participating, in care, and perpetuate 
misconceptions regarding mental illness. 91  While professionals in Lebanon understand the 
international prevalence of social stigma regarding mental illness, the Lebanese public may 
consider it exceptional to Lebanon because of their limited education and exposure. This 
perception of unparalleled social stigma impacts the climate of mental illness in Lebanon, 
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including tolerance, social acceptance, and care-seeking. This understanding is important for 
targeted awareness campaigns and efforts to tackle stigmatization of mental illness.  
Also noteworthy is the variation of stigma within Lebanon itself.  Dr. Chammay claims that, 
as in other contexts, the stigma in Lebanon varied according to socioeconomic status, education, 
and background. In the capital of Beirut, especially among younger generations, there has been 
more awareness and tolerance towards mental illness. However, in rural settings, and more 
remote areas, mental illness remains a taboo. Various outreach programs and nongovernmental 
organizations have worked with these communities, creating pockets of communities with 
knowledge, awareness, and resources to deal with mental illness. However, many other rural 
communities remain unaware and underserved.  
There has been no research focusing on difference in social stigma of mental illness with 
regard to generational, regional, educational, or socioeconomic status differences. More research 
needs to be conducted that directly examines distributions in beliefs towards mental illness in 
Lebanon. While many participants asserted that they did not have negative attitudes towards 
mental illness, a majority said they would not pursue care if they needed it. This disconnect 
reveals the existence of social barriers that perpetuate the burden of mental illness and a lack of 
treatment, despite an expressed rejection of social stigma.  
 
Vulnerability to Mental Illness 
 
The Strong and The Weak 
  
The understanding of character weakness as a vulnerability to mental illness is not unique to 
the context of Lebanon. 92  The frequency of its reference in the interviews indicates its 
significance in lay understandings of mental illness in Lebanon. Interviews with Dr. Farhood and 	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Dr. Chammay revealed that observed this belief of strong vs. weak throughout their work with 
mental health in Lebanon.  
The prevalence of this belief has implications on social stigma regarding mental illness, as 
‘stronger’ people are considered to withstand the progression of mental illness while weaker 
characters can’t. This places blame on individuals, and presents mental illness as avoidable and 
completely in one’s control. Dr. Nassar discussed the consequences of these misconceptions, as 
patients are told to stop the act, pull themselves together, and to move on. This approach reveals 
the blaming of individuals for their condition, and the dismissal of the symptoms as illness. The 
implication of “stop the act” is that these symptoms are an act, faked by the individual. “Pulling 
themselves together” places full responsibility for the illness, as well as its treatment, on the 
individual, delegitimizing care seeking. Thus, the individual is considered responsible for their 
illness, as well as their ability to get better. These beliefs and societal responses serve to 
perpetuate stigma and misinformation surrounding mental illness, and label individuals suffering 
with mental disorders as weak.  
 
The Male and The Female 
 
  In the interviews, vulnerability to mental illness was often discussed in gendered terms. 
Similarly, Dr. Karam argued that boys and girls have the same risk of developing mental illness at 
young ages, but that women become at greater risk when they grow older. He argued that this 
could be due to hormonal changes or societal gender roles, yet acknowledged that underreporting 
among males in Lebanon could impact this perceived gender disparity in illness.  Dr. Nassar did 
not believe there is a gendered difference in vulnerability, but admitted to seeing more females 
than males seeking care in her clinic. Dr. Chammay mentioned the unique vulnerability of 
mothers to developing mental illness, as well as their increased likelihood to seek care.  
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 Studies have found that gender is associated with the prevalence of certain mental 
disorders. A study in the United States showed the men were more likely to develop substance 
abuse and antisocial problems while women were more likely to develop anxiety and 
depression.93 Studies conducted in Lebanon have found similar results. However, more research is 
needed to make assertions about this association.  
 Beyond biological and genetic predisposition to mental illness, it is important to 
contextualize discussions of gender and mental health in the differential social, economic, and 
political powers between women and men. The social experiences, norms, and expectations of 
each may contribute to vulnerabilities to particular mental illnesses. In the interviews, this was 
highlighted in discussion of unique experiences of mothers in war, which put them at increased 
risk for distress, anxiety, and stress.  
The public and professional interviews identified gender differences in care-seeking 
behavior: Lebanese women were more likely to seek care than male counterparts. This 
phenomenon is not limited to Lebanon, nor is it limited to seeking care for mental illness. A large 
body of empirical research supports the belief that men are more reluctant to seek help from 
health professionals, for problems as diverse as depression, substance abuse, physical disabilities, 
and stressful life events.94 Several studies have confirmed that men also seek psychiatric services, 
psychotherapy and counseling less often than women. This could be explained through gender-
role socialization and the different gendered attitudes and behaviors inherent in cultural values, 
norms and ideologies. For example, many of the tasks associated with seeking help from a health 
professional, such as relying on others, admitting the need for help, or recognizing and labeling an 	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emotional problem, conflict with messages men receive about the importance of self-reliance, 
physical toughness, and emotional control.95 
In “Constructions of Masculinity and their Influence of Men’s Well-Being,” Courtenay 
examines the influence of constructions of masculinity and femininity on health behavior. She 
argues that health beliefs and behavior are resources for constructing gender and dominant social 
norms. Males use health beliefs to demonstrate dominant and hegemonic masculine ideals 
through behaviors such as suppressing needs, refusing to acknowledge pain, dismissal of need for 
help, and physical dominance. Women are more likely to seek health care within these gendered 
constructions.96  
Understanding the context of social norms in health-seeking behavior are extremely 
instrumental in examining mental illness in Lebanon, especially since personal weakness was 
commonly associated with mental illness. Lebanese masculine social norms emphasize strength, 
resiliency, and obstinacy. Evaluating the role of gendered behavior can provide insight to the 
social and cultural dimensions of mental health in Lebanon in terms of vulnerability, care-
seeking, and social stigma.  
 
Domestic Violence and War 
 
The issue of domestic violence against women is integral to discussing the female experience 
of war. Women in war-torn Lebanon were subjected to multiple forms of violence and trauma. A 
study by Usta, Farver and Zein examining the experience of 310 Lebanese women after the July 
2006 conflict found that over a third had experienced violence associated with armed conflict and 
domestic violence. These women were also found to have significantly higher negative mental 	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health scores. During the conflict, the women reported being pushed, threatened with weapons, 
deprived of food, and prevented from seeking medical care mostly by soldiers. Their husbands 
were the most common source of hitting, kicking, or sexual abuse. The women attributed this 
increase in domestic abuse among their husbands to irritability from the psychological stress of 
war and a sense of having ‘lost everything’. They believed that husbands let out stress on their 
wives.  
Discussions of domestic violence in Lebanon are rare, and incidents of domestic violence are 
often kept private within the home. In the Middle East, social disapproval and legal protection of 
domestic violence is much weaker than in Western countries. This could contribute to the 
underreporting of cases of abuse and the inability to conduct accurate research in this setting.97  
 
Coping Mechanisms 
 
Social Networks 
 
The mental health professionals were asked about the coping mechanisms used in Lebanon to 
deal with the stress of war and unrest. In response to this, Dr. Farhood discussed protective factors 
discovered in her research on mental health in the South of Lebanon. She cited social support, 
particularly family networks, to be a significant protective factor against mental illness in 
Lebanon. Higher socioeconomic status, many through higher financial resources, and education 
level were also considered to be protective against mental illness.  
Dr. Chammay expressed that psychiatrists are not needed as much as perceived, as the coping 
mechanisms of family structures, neighbors, friends, and religion play a large protective role in 
the Lebanese context. Dr. Nahas also believed that family support was a significant modulator of 	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stress in the Lebanon. He contextualized this protective mechanism within a larger communality 
of the stress, and the acknowledgement that it is widespread and shared in Lebanon.  
 A high level of social support has been frequently found to protect the individual from the 
negative consequences of stressors by providing a sense of security, opportunity to share 
concerns, and a feeling of belonging, as well as concrete instrumental help during difficult life 
events.98 Social networks can buffer the effect of stress on physical and mental health, and this 
understanding was evident in both lay and professional beliefs about mental illness in Lebanon.  
 
Religiosity  
 
Religiosity can contribute to managing the stressful experiences of war through various 
mechanisms. A study by Khamis found that religiosity served as both a protective factor and a 
coping mechanism for adolescents in the South of Lebanon. Religion was thought to moderate the 
impact of traumatic war events on mental health outcomes, as well as provide healthy outlets to 
cope with such experiences.99 
Dr. Karam discussed religion as a coping mechanism in Lebanon through prayer or seeking 
support from religious figures. On the other hand, Dr. Farhood considered the adaptive effects of 
religion in Lebanon to derive from beliefs of fatalism. The suffering of war is more easily 
processed and accepted if considered the will of God. This perceived inevitability could serve to 
diminish the stressful experience of war, as it is considered out of individual’s control. However, 
such beliefs could deter help-seeking by promoting submission to the illness as the unavoidable 
will of God. 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
98 Farhood, L. F. (1999). "Testing a model of family stress and coping based on war and non-war stressors, family 
resources and coping among Lebanese families." Archives of Psychiatric Nursing 13(4): 192-203. 
99 Khamis (2012). "Impact of war, religiosity and ideology on PTSD and psychiatric disorders in adolescents from 
Gaza Strip and South Lebanon."	  	  
	   85 
 Dr. Chammay proposed the incorporation of coping mechanisms, such as religion, into 
medical models. If psychiatry was presented to be in harmony to religion, religious leaders and 
counselors could refer patients. This would convey that mental illness and psychiatry are not 
contradictory to religion and do not imply a lack of faith. 
 
 
 
Pills, Sedatives, and Substance Abuse 
 
“We are over-medicalizing a nation, and not dealing with the underlying causes of mental 
illness.” – Dr. Ola Ataya100 
 
In the interviews with the general population, the abuse of substances and medication was 
referenced as a common coping mechanism for mental illness in Lebanon. Studies have shown 
that many Lebanese resort to drugs to treat symptoms of mental disorders such as PTSD, anxiety, 
and depression, or simply just to deal with the difficulty of living in a country in turmoil.101 A 
study conducted in May 2010 found that a considerable proportion of youth in Lebanon might be 
self-medicating. These medications are associated with serious health risks when taken without 
medical supervision, and youth may face dangerous reactions from interactions with other 
medicine or substances, fatal overdoses, addiction, or poisoning.102 Pain relievers were found to 
be the most commonly abused prescription drug, followed by anxiety medication.  
The social acceptance of medication and accessibility were considered the two factors 
driving these high prevalence rates. Psychotropic medications are easily available in Lebanon. 
Home deliveries from pharmacies can make them just a phone call away.103 Antidepressants are 
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often prominently displayed in drug shops, and can be bought over the counter. Other drugs can 
also be easily purchased without a doctor’s note due to weak enforcement of regulations, although 
there has been increasing pressure placed to control access to these medications in the past years. 
Pharmacies in Beirut have reported dramatic increase in psychotropic medication sales during and 
shortly after heightened tensions.104 
Throughout the civil war, illicit substances were widely available with the absence of control 
over their sale and consumption.105 However, even after the war, drugs remain easily accessible. 
Alcohol is believed to be the most commonly abused substance in Lebanon, but drugs such as 
heroin, cocaine, and hashish are also abused.  
 
Resilience 
  
 Resilience is characteristic of the Lebanese culture. In his study of mental health in 
Lebanon after the civil war, Pattison discusses the lack of psychiatric traumatization to be due to 
several factors, among them resilience of the Lebanese. He described “the Lebanese people [to] 
have a cultural tradition of tough endurance of occupation and war. If not a nonchalance, there is 
at least acceptance of the existential fact of war as a part of cultural existence.”106 Pattison 
described the demoralization, depersonalization, and dehumanization as the major factors of 
psychic traumatization but noted that none of these conditions were seen among the Lebanese 
people. This culture of resilience and steadfastness is considered one of the coping mechanisms 
that diluted the traumatic experience of war and allowed the Lebanese to persevere through 
difficult times.   	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Hedonism 
 
“We’re in partial denial. If you ask any European what are your plans for the next four years, 
they are able to answer. If you ask a Lebanese what they are doing for New Year’s Eve, they will 
respond: ‘Let’s live until then.’’ – Dr. Chammay 
 
The Lebanese are commonly portrayed to be preoccupied with appearance, the here and now, 
and pleasure. The lavish lifestyles, the high rates of plastic surgery, and extravagant nightlife and 
partying culture clash with the civil strife, political instability, and economic difficulties. This 
hedonistic culture, especially in such an unstable country, has been widely sensationalized and 
criticized. Pattison, in his analysis of post-civil war Lebanon describes an “evident appreciation 
for the immediate joys of living. [The Lebanese] enjoy life at it is given in the moment, and 
scheme to survive.”107 
Dr. Chammay framed this characteristic Lebanese hedonism as a possible coping 
mechanism. He argued that the experience of growing up in the unpredictability of Lebanon has 
created an acknowledgement of a lack of control over the future. He believes that the hedonism is 
a protective coping mechanism that allows the Lebanese to continue living in such conditions. 
The Lebanese are preoccupied with the here and now because there is no point in planning for the 
future, as it is clouded by uncertainty.   
 
Somatization: The Invisible Line Between the Mental and Physical 
 
“In Lebanon, we have a culture of somatization.” – Dr. Ziad Nahas 
 
“Because we can’t express [mental illness], our bodies speak and express it.” – Dr. Ola Ataya108 
 
“Somatization is higher in Middle Eastern societies in general. I think it’s a way of discretion 
because mental illness, suffering, and stress expression change from one culture to another.”– 
Dr. Chammay  
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Somatization is a common expression of mental illness in Lebanese society. Research has 
shown that collectivistic societies may employ an idiom of distress, with the physical symptoms 
being transparently symbolic of emotional distress. Under this understanding, somatization is 
considered compatible with collectivistic ideals of indirectly expressing emotional distress in a 
way that does not disrupt social ties. 109  Furthermore, in settings where mental illness is 
stigmatized, somatization serves to legitimize patient entry to health care and garner social 
support for their suffering.  
In Lebanon, many mental disorders remain misdiagnosed, as patients are cycled from 
gastroenterologists to neurologists to cardiologists before considering the possibility of a mental 
illness. No studies have been conducted specifically examining psychosomatic expression of 
mental illness in Lebanon. The physical symptoms of psychosomatization make patients more 
likely to seek treatment from a general practitioner, and this may result in misdiagnosis, 
unnecessary treatments, and aggravation of health problems.110 Physicians in Lebanon usually do 
not have the adequate training and experience to explain to patients the direct link between mental 
health and physical health.  
Patients usually have little knowledge about mental illness and psychosomatization, and do 
not know that physical symptoms can be related to mental health. Furthermore, patients tend to 
respond negatively to being told that these physical symptoms are due to mental illness. They 
interpret this as the physician delegitimizing their suffering and saying it is all in their heads, and 
usually seek another doctor.  
 
“There is usually skepticism and hesitation when you tell patients that this is due to something 
psychological. So we have to sometimes treat them as a psychiatrist would, because it’s easier for 
them to accept it from a general doctor. There is still a taboo surrounding seeking medical 	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treatment.” – Dr. Ala Sharara, Gastroenterologist at American University of Beirut Medical 
Center 
 
Interviews with professionals and the public mentioned physical symptomology as a 
significant component of mental illness in Lebanon. Dr. Nassar asserted that there is a high 
prevalence of psychosomatization in Lebanon. Some individuals go through hoops of doctors, and 
even undergo unnecessary surgeries, due to misdiagnosed physical manifestations of mental 
illness. Dr. Nassar believes that part of the problem lies in the instinctive assumption in Lebanon 
that the issues are not psychological.  
Dr. Chammay blames the construction of the health system for the problem of unrecognized 
somatization. General practitioners represent the first step in help seeking yet are not adequately 
trained to properly refer patients who need psychiatric care. In the case of Lebanon, medical 
treatment coops psychiatric treatment, and physicians commonly misdiagnose the complaints, 
perpetuating the burden of mental illness. 
Dr. Farhood believes that Lebanese usually find it easier to express psychosomatic 
complaints due to the stigma surrounding psychological illness. Dr. Karam estimated that about 
54% of Lebanese patients seeking care at gastroenterologist have a mental disorder. He believes 
that an understanding of psychosomatization could take generations before it is fully integrated 
and accepted in Lebanon.  
 
Obstacles to Seeking Care 
 
The mental health professionals were prompted to discuss the barriers that prevent Lebanese 
from seeking professional help, whether through psychiatry, psychotherapy, or a general 
practitioner. It is important to acknowledge that the intention of the analysis of barriers to seeking 
professional care is not intended to portray the biomedical method as the only appropriate method 
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for coping and treating mental illness. However, examining societal beliefs and hesitations 
regarding the treatment of mental illness within the medical sphere is integral to understanding 
the perpetual burden of mental illness in Lebanon, on an individual and societal level, and ways it 
can be alleviated.    
 
 
 
Does Money Buy Happiness: The Financial Burden of Seeking Care 
 
“Giving importance to mental health in not a luxury, it is a priority.” – Dr. Chammay 
 
90% of mental health services in Lebanon are provided by the private sector, and therefore 
include out-of-pocket payments by patients. The cost range for psychotherapy in Lebanon is 
between $60-$100 and the average cost for psychiatric consultation is $60 per session. The out of 
pocket cost for antipsychotic medication is 0.20$ a day, the cost of antidepressant medication is 
$0.60 a day.111 A few institutions and nongovernmental organizations provide care and services 
for free or at very low prices, especially in Palestinian refugee camps. 
The high cost of seeking care for mental illness makes it a luxury that many Lebanese cannot 
afford. This issue was brought up in several interviews with the general population, particularly in 
Beirut. When considering the economic difficulties faced by many Lebanese in the post-war era, 
the added expense of psychiatry and psychotherapy is not prioritized. With daily expenses of 
food, electricity, and schools, mental health is described as a luxury that cannot be afforded right 
now. The financial barrier to seeking care appears to discourage seeking necessary treatment and 
resources.  
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The average monthly salary in Lebanon is about $2,100, and the World Bank estimates that 
28% of the population is below the poverty line.112 Data gathered in 2004 shows that 5% of 
Lebanese household live in extreme poverty and 19% in relative poverty. Mental health is not 
covered by insurance, making spending on health care largely out-of-pocket. For low income 
patients and families, the burden of mental illness carries with it an immense burden of 
unaffordable costs.  
Concurrently, economic hardship can contribute to the progression of mental illness. Khamis, 
in her study of Palestinian adolescents, found that economic pressures could impact adolescent 
mental health both directly, as a source of stress, and indirectly, through the reduction of 
resources that could buffer the effect of traumatic events.113 Furthermore, patients with mental 
illness in Lebanon often do not receive the care necessary to return to the community in a 
functional capacity. Thus, they suffer not only from the burden of disease itself, but also the loss 
of meaningful employment and wages.114 The directionality between low economic resources and 
mental health is complex and includes various mechanisms. However, it is clear that poverty and 
a lack of affordable care are obstacles that prevent the mental wellbeing of Lebanese citizens.  
 
The First Step is Admitting You Have A Problem 
 
“People who have disorders are not aware that they have disorders, they think this is life in 
Lebanon.” – Dr. Elie Karam  
 
“We don’t have the framework or sophistication in our society to realize symptoms of mental 
illness, and seek treatment.” – 105 (Beirut, Male, 40-60 Years) 
 
In the interviews with mental health professionals, the ability to identify symptoms of mental 
illness was referenced as a fundamental problem in Lebanon. Dr. Elie Karam explained that due 	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to the chronic unrest characteristic of the Lebanese experience, manifestations of mental illness 
integrate easily in a culture where anxiousness, worry, dissatisfaction and fear are pervasive. 
Many people express symptoms of depression and anxiety, the two most common mental 
disorders in Lebanon.  
Dr. Karam argued that the threshold for what is considered mentally ill in Lebanon is not 
easily noticeable, which deters people from identifying their problems and potentially seeking 
help. When situations are abounding, such as family issues or conflict, it makes it less likely for 
people to realize that they are experiencing a mental disorder rather than a reflection of the 
suffering of their experiences.  
Dr. Ziad Nahas echoed this sentiment, explaining that the Lebanese do not know how to 
characterize the experience of symptoms in order to realize that they may be experiencing a 
mental illness. He argued that symptoms of mental illness are “diluted” in the Lebanese context, 
making them difficult to identify from normalized dissatisfaction, anxiety, and distress. In the 
context of unremitting conflict and instability in Lebanon, experiences of continued stress and 
fear do not appear to require special attention. When symptoms do not appear deviant from norms 
of social behavior, they are difficult to identify as requiring care.  
 
“War affects a lot in your daily life, you’re always fearful and worried. It’s natural to feel daily 
worry, stress, and misery. And this will last for a while.” -111 (Beirut, Female, Over 60 Years) 
 
The lack of adequate knowledge and awareness of the manifestations of mental illness can 
serve to prevent or delay help-seeking. As discussed in the literature review, analysis of the 
L.E.B.A.N.O.N national epidemiological study revealed that delay in seeking treatment is a 
significant problem in Lebanon. The average delay in seeking treatment from onset ranged from 3 
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years for impulse control disorders up to 28 years for anxiety disorders.115 The ability to identify 
symptoms of mental illness is considered one of the factors perpetuating delay in care and the 
burden of mental illness in Lebanon. Furthermore, in a study conducted by Farhood and Dimassi 
in six villages in the South of Lebanon, the culture of not seeking help for psychological problems 
was considered a leading factor for the low treatment rates.116 
This dimension of mental illness in Lebanon requires increased education and awareness in 
order to equip Lebanese with the knowledge to be able to identify abnormal symptoms amidst the 
Lebanese context. Additionally, it highlights the need to increase treatment of existing disorders 
such as anxiety, depression, and other symptomology masquerading as national norms of 
functioning.  
 
Increasing Care- Seeking 
 
 Several of the mental health professionals alluded to an improving tolerance to seeing a 
psychiatrist or psychotherapist. Dr. Farhood said she has witnessed great progress from the public 
over the past generations in openness to seeking her care. She added that this progress was 
observed across socioeconomic statuses, and not just educated individuals. Dr. Nassar also noted 
that people have become more inclined to seek her services of psychotherapy.  
 Yet the dimensions of care seeking in Lebanon extend beyond psychiatry and 
psychotherapy. In Lebanon, general practitioners usually represent the first step in seeking help.  
These primary physicians are the “gate-keepers to care,” as Dr. Chammay calls them, but are not 
adequately trained for this responsibility with regard to mental illness. General practitioners need 
to be trained to properly identify psychological issues and refer the patient to the appropriate 	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resources. The ability to effectively identify, refer, and diagnose mental illness will decrease the 
burden of mental illness in a war-torn society.  
 
The Promise of Younger Generations 
 
 There has been a noticeable shift in conception of mental health among younger 
generations, particularly in urban settings. This is most likely driven by the rapid Westernization 
of Lebanon, particularly Beirut, and the increasing depiction of mental illness in the media. 
Further exploration of the mechanisms for this increased tolerance could reveal valuable 
information that could enhance efforts addressing mental illness in Lebanon.  
The younger generations of Lebanon are considered much more tolerant and accepting of 
mental illness and seeking psychiatric help. Dr. Nassar explained that most of the population she 
works with in therapy are in their twenties and thirties. Many of these patients have “mild issues,” 
which indicates a trend of awareness and understanding about the variation and expression of 
mental illness.  
 
The Language of Mental Illness: Examining Terminology 
 
The language used to discuss mental illness is unique in its meld of western and eastern 
terminology, conceptions, and discourse. Examining the language used to conceptualize mental 
illness can enhance our understanding of societal perceptions of psychiatric symptoms and 
disorders. No research exists that focuses on the discourse of mental health in the Lebanese 
context. Using the data from my interviews and my experience growing up in Lebanon, I examine 
the terminology used in discussing mental illness.   
Many of the interviews referenced the common Lebanese misconception associating mental 
disorder with negative connotations such as insanity and mental retardation. The word majnoon, 
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meaning crazy, is derogatorily ascribed to experiences of mental illness, and is derived from the 
word “jinn” meaning supernatural spirit.117 Individuals experiencing symptoms associated with 
mental illness fear such labels. 
Ti-bit aasabi or ti-bit nafsi are common phrases used to express how the war “tired out my 
nerves or being.” Descriptions of exhaustion were commonly used to describe experiences of 
mental illness. Such language indicates that a threshold of coping is reached, and you eventually 
become tired out. Once this threshold is exceeded, one can no longer cope with the stressors 
associated with daily life. This mentality of cumulative distress contradicts the Lebanese 
understanding of desensitization with repeated exposure to trauma. This conceptualization of 
exhaustion is of unique relevance in the Lebanese context, where experiences of stress and 
instability are routine.  Furthermore, as previously discussed, the Lebanese Civil War remains 
unaddressed at a national level, to the extent that the Lebanese war is referred to as the ahdath, or 
the events. The July 2006 war is also often referred as ahdath 2006. This general terminology is 
used to minimize or repress the traumatic experience of war. 
In colloquial Lebanese dialect, as well as in the interviews with participants, words such as 
mdepras, bicariz, and mhestar are used. The roots of these words are English words of depressed, 
crazy, and hysteric respectively. These terms are common-found and normalized in conversation, 
usually with derogatory connotation. The misuse of this language serves to delegitimize 
experiences of mental illness and can contribute to the stigmatization of mental illness among the 
Lebanese.  
 
“Everyone in Lebanon is crazy. You all need the Assfourieyh!” – Man in Beirut 
 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
117 Shoeb et al. (2007). "The Harvard Trauma Questionnaire: adapting a cross-cultural instrument for measuring 
torture, trauma and posttraumatic stress disorder in Iraqi refugees." 
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The Mental Illness hospital in Assfouriyeh was a pioneer in mental health care in the 19th 
century. The hospital eventually became called Assfouriyeh hospital. Now, although abandoned 
and empty, it’s legacy remains. Assfouriyeh has become synonymous with mental illness among 
the Lebanese. It is often said that because of the years of unrest in Lebanon, we all need a 
assfourieh.  
A more thorough analysis of the language used to describe mental disorders or 
symptomology in Lebanon could reveal important information about the social and cultural 
dimensions of mental illness.  
 
The climate of mental illness in Lebanon demonstrates certain consistencies with other 
cultures and contexts, as well as unique dimensions and challenges. Through the analysis of both 
public and professional beliefs regarding mental health in Lebanon, challenges, misconceptions, 
and improvements have surfaced. Poor accessibility, affordability, knowledge, and social 
acceptance all interact to compound an unsustainable status quo of widespread mental and 
physical suffering. This information reveals a dire need for more thorough research in the unique 
context of post-war Lebanon. In the next chapter, I examine initiatives that challenge this status 
quo, and promise to be a model for larger efforts to ensure the safety and maintenance of 
Lebanese mental wellbeing.  
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CHAPTER 5 
 
“How do you expect our mental health to be? Do you even see people smiling anymore?” – 104 
(Beirut, Female, Over 60 Years) 
 
Generation after generation, the Lebanese endure a routine of instability and insecurity. This 
reality is inscribed in the body and soul of individuals, families, and communities. Today, over a 
quarter of the Lebanese population will experience a mental illness at some point in their life. 
This mental health profile is compounded by inadequate policies for mental health, unaffordable 
and inaccessible treatment, and social intolerance. 
The value of this research is in its interaction of lay understandings of mental health with the 
voice of mental health professionals in the field. Bridging these two narratives provide insight 
into the various dimensions of mental health in Lebanon. Furthermore, comparing voices of the 
urban and rural, the male and female, and the media and scientific literature provide rich 
information about the heterogeneity of understandings of mental illness in Lebanese society.  
In the course of conducting this research project, many of my initial expectations were 
challenged. Contrary to my initial hypothesis that there would be significant misconception 
surrounding mental illness in Lebanon, I found widespread awareness of the impact of war and 
psychosocial factors on the progression of mental illnesses. It becomes clear that the obstacles 
preventing mental wellbeing in Lebanon do not depend solely on education and access to 
information. Several factors, such as accessibility of care, financial recourses, preoccupation with 
chronic unrest, and a sense of resilience and strength shape the landscape of care-seeking and 
mental health in Lebanon. Beyond the lens of medical care, the interviews and literature reveal 
the importance of religion, social support, and financial and political stability in ensuring mental 
wellbeing.  
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“Mental Health is happening right now.” – Dr. Chammay  
 
Despite the many problems and gaps that remain in ensuring the protection and prioritization 
of mental wellbeing in Lebanon, there are glimpses of hope and change. Below, I discuss two 
case studies, The Embrace Fund organization and the movie Stable Unstable, to examine the 
trajectory of Lebanon’s dynamic culture surrounding mental illness and treatment. The Embrace 
Fund is a newly established mental health organization addressing access to psychiatric treatment, 
stigma, and misinformation about mental illness in Lebanon. On the other hand, the movie Stable 
Unstable, employs a more indirect approach to examine issues of mental illness, psychotherapy, 
and stigma in Lebanon through the portrayal of characters and relatable situations. I will use these 
case studies to identify recent methods that have been used to create applicable and effective 
solutions to the burden of mental illness in Lebanon. 
Although several other initiatives have worked to raise awareness, dispel common 
misconceptions, and increase mental wellbeing in Lebanon, I decided to focus on these two 
examples due to their concurrence with my study, as well as the use of new and creative 
techniques to convey messages to the Lebanese public. The Embrace Fund and Stable Unstable 
represent positive steps in changing the social and cultural fabric of mental illness in Lebanon. 
Today, we see the beginnings of a larger movement that promises to change the way Lebanon 
prioritizes, discusses, and treats mental disorders.  
 
The Embrace Fund 
 
“Stigma and lack of awareness of mental illnesses are considered major barriers for Lebanese 
against visiting mental health professionals and can lead to more debilitative consequences from 
the illnesses they suffer from.”  - Embrace Fund Website, www.embracefund.org 
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 Movements addressing mental illness in Lebanon have begun to emerge, with a specific 
focus on the social taboo, as well as the lack of coverage for mental illness treatment under health 
insurance. The Embrace Fund, founded in October 2013, is the first national campaign for the 
prevention of mental illness. Embrace is an awareness support network for mental health in 
Lebanon and the Middle East that is affiliated with the Department of Psychiatry at the American 
University of Beirut Medical Center (AUBMC). The organization aims to end stigma and 
misconceptions surrounding mental illness through community dialogue, media, and public 
education. Embrace also develops funds for the treatment of financially underprivileged 
individuals with mental illness in Lebanon by covering costs of outpatient and inpatient hospital 
treatments. Embrace hopes to reduce the suffering of these patients and families, and prevent the 
disabling consequences of untreated mental illness.  
 The main slogan of the Embrace Fund is fikko el e’kdeh, which means, “Untie the complex 
[or knot.]” The complex refers to the stigmatization and misinformation about mental illness. The 
use of the word e’kdeh is powerful and intentional. This description is often used derogatorily to 
describe individuals suffering from mental illness, claiming that they have complications or 
issues. Applying the term to the general populous implicates them for having a complex against 
mental illness. Through this, responsibility and shame is shifted from the individual with mental 
illness to the misinformed members of Lebanese society. 
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The figure on the right shows the main 
advertisement for the Embrace Fund: 
“Undo the complex, start speaking 
correctly [about mental illness]. Mental 
illness is a medical illness.” The word 
complex or knot, is shown to have a knot, 
with a hand tugging at a string to un-do the 
knot. 
 
Below is the translation of a television ad for Embrace that has been circulating in Lebanon. 
 
“’Look at this guy!’ 
‘Poor thing…’ 
‘He’s living in a different universe.’ 
‘His life is filled with issues and more issues.’ 
‘They say that he sees things.’ 
The complex is in society, not the patient. Mental illness is a medical illness. One of four people 
in Lebanon suffers from a mental illness. If it’s not you, it’s someone you care about. Undo the 
complex, and start speaking correctly.” – Translation of the Embrace Fund Video Advertisement  
   
 The five phrases exchanged at the beginning of the advertisement are commonly used in 
Lebanese discourse on mental illness. The advertisement criticizes these individuals for such 
misconceptions, stating, “The complex is in society, not the patient.” This employment of social 
disapproval against the stigma itself presents a powerful technique to evoke reflection and change 
in the context of Lebanon.  
 This advertisement also emphasizes the widespread reach of mental illness in Lebanon: “if 
it’s not you, it’s someone you care about.” The implication is that everyone in Lebanon is affected 
by mental illness, directly or indirectly, and has a responsibility to address it. The main message, 
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“undo the complex and start speaking correctly,” emphasizes the goal of the Embrace Fund to 
reduce stigma and increase awareness and education on mental illness.  
 In addition to these, the Embrace Funds has used a variety of techniques for awareness and 
fundraising. They have organization has organized events such as a Gala night, a marathon called 
Run A.U.B Run for Embrace Fund (For Mental Healthcare), and a memorial walk for suicide 
prevention called “Into the Dawn Walk.” An art exhibition was organized that gathered the works 
of various Lebanese artists on how expressions of mental health are perceived. Curator Ara Azad 
decided not to label the artworks in order to emphasize the dialogue between the different 
interpretations of the paintings and the depictions of mental illness. The exhibition was celebrated 
in the media as the beginning of a dialogue long overdue in Lebanon and part of the healing 
process of a wounded country118. Such creative, engaging, and accessible efforts increase 
awareness and education about mental illness in Lebanon, challenge the status quo of Lebanon’s 
neglect of psychological suffering, and promise changes in society’s conceptualization and 
reception of mental illness.  
 
“The Lebanese witnessed 15 years of civil war followed by decades of random cruelty and 
political violence. As a result we live amidst people whose soul and inner-self resembles the 
remains and partial reconstructions of our city.” – Ara Azad, Embrace Art Exhibition Curator119 
  
 
Stable Unstable 
 
  Although still limited in comparison to Western media, increasing depictions of mental 
illness are seen in Middle Eastern media. In January 2014, Taleh Nazil was released in Lebanon. 
The film was written and directed by Mahmoud Hojeij, and explores the struggles of seven 
patients and their relationship with their psychotherapist, Dr. Ghassan, on the day of New Year’s 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
118 Martin, C. (2013, Nov 23). Embrace art exhibition unties the knot at Zaitunay Bay [web blog message]. 
119 Embrace act exhibition. (2013, Nov 06). Time Out Beirut.	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Eve. Although the English name of the film is Stable Unstable, the literal translation of the Arabic 
title is “going up and down.” This double entendre refers to the rising and descending elevator in 
which many of film scenes take place, as well as the normalized instability in Lebanon120. The 
English title, Stable Unstable, similarly refers to the patients as well as the situation in Lebanon.  
 As one of the first local films to explore psychological disorders, Stable Unstable 
intertwines Lebanese culture into the storyline. Characters, such as the porter and his friend, are 
stereotypically Lebanese in their speech, mannerisms, and ignorance of mental disorders. The 
film starts with the porter telling Dr. Ghassan, “My wife has been having a headache, I know you 
all call this stress or something, but I’ll tell you what I did, I sent her to her parent’s house with 
the girls, hoping it will get better.” In another instance, the porter’s friend with a phobia of 
elevators is appalled by the suggestion to see Dr. Ghassan, exclaiming, “you want me to go to a 
psychologist? What do you think I’m crazy? Are you trying to make a joke out of me and have 
everyone laugh at me?” Such portrayals are used to comment on the common misconceptions and 
societal stigma regarding mental illness in Lebanon.    
 Stable Unstable challenges several stereotypes surrounding the mental health profession in 
Lebanon, such as the idea that patients can be immediately cured after one session or a couple of 
pills. The characters typify Lebanese stereotypes, such as the pill-popper Ziad, who claims to 
“have a pill for everything.” Ziad tells Dr. Ghassan that his anti-anxiety pills are the only reason 
he is able to sleep at night, but that they are interacting with the myriad other medications he is 
taking. Ziad also displays somatization, complaining of the neck spasms and joint pain he feels 
when anxious. Ziad’s portrayals comment on the self-medicating (and overmedicating) culture in 
Lebanon, as well as the link between mental health and physical symptomology.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
120 Young, D. (2013, Dec 11). Stable Unstable (tale’ nezel): Dubai review. The Hollywood Reporter.  
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 A Syrian patient highlights the repression of emotional expression that he feels both at 
home and in Lebanon, exclaiming, “In Lebanon and Syria, everything goes from the outside in, 
but expressing emotions need to come from the inside out.” The man criticizes the internalization 
and repression of suffering and mental distress at the collective level in Syria and Lebanon. This 
emotional repression was reflected in many patients’ behavior throughout psychotherapy sessions 
with Dr. Ghassan. Patients would discuss experiences and emotions with restraint and hesitancy, 
frequently looking towards the door or pacing around the room. For the most part, the patients 
strived to portray themselves as composed and seamless, nervously dismissing any suggestions by 
Dr. Ghassan that they running away from the truth and not dealing with their emotions. Most of 
the patients eagerly awaited the end of their session, impatiently announcing when time has run 
up, paying Dr. Ghassan, and rushing out the door.  
 In addition to its discussion of mental health, Stable Unstable incorporates the stress of 
daily life in Lebanon. Electricity blackouts abruptly interrupt scenes. Rabih’s wife is shot by a 
stray bullet during the New Year’s Eve celebration, which an unfortunately common occurrence 
in Lebanon. The concealed issue of domestic abuse is depicted in the film to critique its 
normalization as a private family matter. In one of the sessions, a young boy tells Dr. Ghassan 
that his father hit his mother. The mother appeared embarrassed and uncomfortable, scolded her 
son for revealing private information, and rushed out of the office, ignoring Dr. Ghassan’s call 
after her to meet again. Beyond the discussion of mental illness, these scenes emphasize the 
inextricable interaction between daily hassles, the residual trauma of conflict, and personal 
suffering. Integrating relatable struggles with depictions of mental illness serve to normalize 
mental illness and seeking care as an integral part of Lebanon society.  
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 In Stable Unstable, grief and anxiety are presented as a universal part of life in Lebanon. 
The film is very human, and characters are seen at their most vulnerable and honest human 
states.121 Whereas the psychotherapist appears calm and collected throughout client sessions, his 
breakdown at the end of the movie after a fight with his wife shows that suffering and distress is 
common-place, rather than exclusive to the psychotherapist’s patients. The media is a direct 
reflection of our beliefs, our communities, and our priorities. Media representations such as Stable 
Unstable could serve as an important pillar in efforts to increase discussion, awareness, and 
acceptance of mental disorders and suffering in Lebanon.  
 
Summary of Findings 
 
My research explored various aspects of the social and cultural dimensions of mental health 
in Lebanon, presenting a holistic report from my analysis of interviews, experience, and literature. 
Although this provides us with valuable insight, these conclusions cannot be considered definitive 
representations of the national landscape, as they are based on a limited sample of individuals and 
mental health professionals in Lebanon. My investigation is general in nature, providing an 
overview of the current landscape of mental illness in Lebanon, but reveals the lacuna for more 
in-depth study of the various uncovered characteristics and dimensions. The findings I discuss 
warrant more in-depth research and analysis. 
Beyond contributions to understandings of mental illness, adaptive behavior, and help-
seeking in Lebanon, my research provides insight to the individual experience of protracted 
conflict. Disasters produce situations of stress, and the study of disasters can contribute to 
understanding the complex relationship between stress and health. The findings of this thesis have 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  121	  Movie review: “Stable Unstable”. (2014, Jan 28). AUB Outlook.	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local and global significance in the context of a world plagued by conflict and a general neglect of 
mental wellbeing.  
 
In my interviews, the respondents primarily referenced social factors as the cause of mental 
illness, and described symptomology associated with anxiety disorders or depression. The impact 
of mental illness was usually described within the context of social disruption, emphasizing 
collectivistic understandings of personhood and suffering. War and instability were acknowledged 
as a direct risk factor for mental disorders, while weak personalities and being a child or female 
were also considered to increase vulnerability to the progression of mental illness. Perceived 
coping mechanisms included social networks, religion, medication, and denial.  
Overwhelmingly, participants did not believe mental health was prioritized in Lebanon, and 
believed that there was substantial stigma associated with mental disorders. Barriers to seeking 
care included the financial burden, inaccessibility of medical resources, and stigma. Differences 
were found between women and male respondents, as well as urban and rural respondents, 
although generational differences were difficult to examine. These comparisons are of limited 
value due to the small sample size. However, they do begin to point to the heterogeneity of 
experience that that would be important to explore further.  
Many of my interview findings were verified by mental health professional experiences, 
while others presented certain inconsistencies. Mental health professionals believed the taboo of 
mental illness in Lebanon was similar to that of other nations, such as the United Sates, contrary 
to the public perception of exceptional stigma and discrimination. The difficulty in identifying 
symptoms as a mental disorder within the context of normalized Lebanese behavior of distress 
	   106 
was described by several professionals as the key barrier in seeking care and treating mental 
illness in Lebanon. 
 
Despite the wealth of information discovered throughout my research, I am left with more 
questions than when I first started. How does economic, political and social deprivation beyond 
the context of conflict interact to create a unique mental illness profile in Lebanon? What are the 
possible adaptive consequences of war? How are beliefs and attitudes related to people’s socio-
demographic characteristics? What misconceptions of mental illness perpetuate social stigma and 
reluctance to seek care?  
More research is needed to address these questions, and equip us with the necessary 
information to target appropriate barriers to Lebanese mental wellbeing. This must also be 
accompanied by the promotion of mental health to the forefront of Lebanon’s national agenda. 
Furthermore, an essential step in ensuring mental wellbeing in Lebanon extends beyond mental 
health services, research, and education: the perpetual threat of war must be alleviated. Lebanon 
continues to lurch from crisis to crisis. Without stability, mental health in Lebanon remains 
threatened. The education, awareness, and treatment efforts need to be complemented with 
initiatives for political, economic, and social stability. 
 
Conclusion 
 
I started this project with a broad and ambitious goal: to examine the impact of intermittent 
conflict on mental health. As the project took shape, I realized that various mechanisms, 
modulators, and complexities interact with the relationship of war and mental illness in Lebanon. 
I redirected my research to provide a more general investigation of the social and cultural 
dimensions of mental health in Lebanon, which is embedded in its war-torn context. In doing so, I 
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hoped to uncover individual experiences and sentiments often overshadowed in large-scale 
analyses and quantitative research. Each and every participant in the study had a compelling story 
and unique insight, the value of which I sought to weave into my analysis.  
I found that the Lebanese are aware of all the suffering they have experienced, and how it has 
impacted them. They conceptualize this understanding largely in terms of disruption of daily life 
and social interactions. Unpredictability is predictable in Lebanon, so they continue to lead their 
lives not knowing what tomorrow will bring. It’s not that the general population is unaware of the 
destructive consequences of war on an individual and collective level, they just do not have the 
time or capacity to address it. This is not a question of denial and misinformation as much as it is 
a question of priorities and survival.  
Instability is embedded within a larger structural violence of life in Lebanon. Unemployment, 
suffering economy, political tensions, and a poor public education system are macro-structural ills 
that considered out of the individual’s control. This perceived lack of agency over their situation 
force the Lebanese to accept it and move on within the imposed limitations. Although medical 
treatment can serve to alleviate some of the mental suffering in Lebanon, such structural violence 
persistently threatens the wellbeing of Lebanese citizens.  
 I am left to wonder, how would Lebanon be different if stability was a reality? Having 
only known Lebanon in its perpetual state of chaos, such as situation is difficult to imagine. Such 
transition would require an unraveling of the existing social, political, cultural, and infrastructural 
fabric of the nation. Until then, distress will remain at a national fate, sometimes wavering in 
intensity, but always guaranteed.    
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Writing this thesis was a personal journey in understanding my past, present, and future. This 
research has given me the opportunity to process the suffering of a nation that has been ignored 
for decades. At times, conducting this project was extremely difficult. I felt helpless as I listened 
to stories of death, loss, pain, and suffering. The participants looked to me for solutions, but all I 
had was more questions. Beyond my academic interests, I was personally vested in this issue, 
which made the experience challenging but rewarding.  
Although I see promises of hope, I believe that we have a long way to go before Lebanon 
becomes a place that nourishes and values individual peace of mind and health. Until then, it is 
our responsibility to contribute, whether through research, awareness campaigns, or even daily 
conversation, to efforts to protect and prioritize our mental wellbeing.  
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  .A xidneppA
 
 cilbuP lareneG rof snoitseuQ weivretnI cibarA .1 tnemucoD
 
  ؟6002أﺃﯾﻳﻦ ﻛﻨﺖ ﻓﻲ ﺣﺮبﺏ ﺗﻤﻮزﺯ  .1
 
ﺑﮭﻬﺎ ﺧﻼلﻝ اﺍﻟﺤﺮبﺏ؟ وﻭھﮪﮬﻫﻞ ﻛﯿﻴﻒ أﺃﺣﺴﺴﺖ/ﺷﻌﺮتﺕ ﺧﻼلﻝ اﺍﻟﺤﺮبﺏ ﻧﻔﺴﯿﻴﺎ ًوﻭﺟﺴﺪﯾﻳﺎً؟ ﻣﺎ اﺍﻟﺘﺠﺮﺑﺎتﺕ اﺍﻟﺘﻲ ﻣﺮرﺭتﺕ   .2
  ﺗﻈﻦ أﺃنﻥ ھﮪﮬﻫﺬهﻩ اﺍﻟﺘﺠﺎرﺭبﺏ أﺃﺛﺮتﺕ ﻋﻠﻰ ﺣﯿﻴﺎﺗﻚ اﺍﻟﯿﻴﻮﻣﯿﻴﺔ؟ ھﮪﮬﻫﻞ أﺃﺛﺮتﺕ ﻋﻠﯿﻴﻚ اﺍﻟﺤﺮبﺏ أﺃوﻭ ﻏﯿﻴﺮﺗﻚ؟
 
  ﺑﺮأﺃﯾﻳﻚ ﻣﺎ ھﮪﮬﻫﻲ اﺍﻟﺼﺤﺔ اﺍﻟﻨﻔﺴﯿﻴﺔ وﻭاﺍﻟﻤﺮضﺽ اﺍﻟﻨﻔﺴﻲ؟   .3
 
  ﻣﻦ ﺑﺮأﺃﯾﻳﻚ ھﮪﮬﻫﻮ/ھﮪﮬﻫﻲ ﻣﻌﺮضﺽ/ﻣﻌﺮﺿﺔ ﻟﻼﻣﺮاﺍضﺽ اﺍﻟﻨﻔﺴﯿﻴﺔ؟  .4
 
  ھﮪﮬﻫﻞ ﺗﻈﻦ أﺃنﻥ اﺍﻟﺮﺟﺎلﻝ أﺃوﻭ اﺍﻟﻨﺴﺎء أﺃﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻠﻤﺮضﺽ اﺍﻟﻨﻔﺴﻲ؟  .5
 
ﺧﺎﺻﺔ،٬ ھﮪﮬﻫﻞ ﺗﻌﺮفﻑ أﺃﺣﺪاﺍ ًﯾﻳﻌﺎﻧﻲ ﻣﻦ ﻣﺮضﺽ ﻧﻔﺴﻲ ﻧﺘﯿﻴﺠﺔ اﺍﻟﺤﺮبﺏ وﻭﺗﺠﺮﺑﺔ  ﻣﻦ دﺩوﻭنﻥ إﺇﻋﻄﺎء ﻣﻌﻠﻮﻣﺎتﺕ  .6
  اﺍﻟﺤﺮبﺏ؟ 
 
إﺇذﺫاﺍ ﻛﻨﺖ ﻻ ﺗﻌﺮفﻑ  ﻣﻞ اﺍﻟﺸﺨﺺ ﻣﻌﮫﻪ؟ﺎاﺍﻟﺠﻮاﺍبﺏ إﺇﯾﻳﺠﺎﺑﻲ ﻣﺎ ﺑﺮأﺃﯾﻳﻚ ﺗﺴﺒﺐ ﺑﮭﻬﺬاﺍ اﺍﻟﻤﺮضﺽ وﻭﻛﯿﻴﻒ ﯾﻳﺘﻌ إﺇذﺫاﺍ ﻛﺎنﻥ  .7
)ﻣﺜﻞ اﺍﻟﻌﻨﻒ،٬ اﺍﻟﺤﺮبﺏ ﺗﺤﺖ اﺍﻟﻘﺼﻒ،٬ ﻣﻘﺘﻞ  أﺃﺣﺪاﺍ،ً٬ ﻣﺎ ھﮪﮬﻫﻲ اﺍﻟﺘﺠﺎرﺭبﺏ اﺍﻟﺘﻲ ﺑﺮأﺃﯾﻳﻚ ﻗﺪ ﺗﺆدﺩيﻱ إﺇﻟﻰ ﻣﺮضﺽ ﻧﻔﺴﻲ
   ﻣﻦ اﺍﻟﻌﺎﺋﻠﺔ(  ﻓﺮدﺩ
 
  ﻣﺎ ھﮪﮬﻫﻮ ﺑﺮأﺃﯾﻳﻚ دﺩرﺭﺟﺔ اﺍﻹھﮪﮬﻫﺘﻤﺎمﻡ اﺍﻟﻤﺮضﺽ اﺍﻟﻨﻔﺴﻲ ﻓﻲ ﻟﺒﻨﺎنﻥ؟  .8
 
  ﻛﯿﻴﻒ ﯾﻳﻨﻈﺮ اﺍﻟﻤﺠﺘﻤﻊ اﺍﻟﻰ اﺍﻟﻤﺮضﺽ اﺍﻟﻨﻔﺴﻲ وﻭھﮪﮬﻫﻞ ﺗﺘﻐﯿﻴﺮ اﺍﻟﻨﻈﺮةﺓ إﺇذﺫاﺍ ﻛﺎنﻥ ﺗﺤﺪﯾﻳﺪاﺍ ًﻧﺘﯿﻴﺠﺔ اﺍﻟﺤﺮبﺏ؟   .9
 
  ﻣﺎ ھﮪﮬﻫﻲ اﺍﻟﻄﺮقﻕ اﺍﻟﺘﻲ ﯾﻳﻠﺠﺄ إﺇﻟﯿﻴﮭﻬﺎ اﺍﻟﻠﺒﻨﺎﻧﻲ ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ اﺍﻟﻤﺮضﺽ اﺍﻟﻨﻔﺴﻲ؟  .01
 
  ﺑﺮأﺃﯾﻳﻚ اﺍﻻﻣﻜﺎﻧﯿﻴﺎتﺕ اﺍﻟﻤﺴﺎﻋﺪةﺓ ﻟﻤﻌﺎﻟﺠﺔ اﺍﻟﺨﻠﻞ اﺍﻟﻨﻔﺴﻲ؟ ﻣﺎ ھﮪﮬﻫﻲ  .11
 
  ھﮪﮬﻫﻞ ﺗﻠﺠﺄ ﺷﺨﺼﯿﻴﺎ ًﻟﻠﻤﺴﺎﻋﺪةﺓ إﺇذﺫاﺍ ﻛﻨﺖ ﺗﺸﻜﻮ ﻣﻦ ﻣﺮضﺽ ﻧﻔﺴﻲ؟  .21
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Document 2. English Interview Questions for General Public 
 
1. Where were you during the July 2006 War? 
 
2. How did you feel during the war, both physically and emotionally? What are the 
experiences during war that you were exposed to? Do you think that has affected the way 
you manage your normal life? 
 
3. In your opinion, what is mental health and mental illness? 
 
4. Who do you think is at risk of developing a mental illness?  
 
5. [Do you think there is a gender disparity in this issue?] Do you think either men or women 
are more protected from mental illnesses? 
 
6. Without mentioning specific details, do you know someone who experienced mental 
illness as a result of trauma in the war?  
 
7. If so, what do you think caused this experience, and how did they cope? If not, what are 
experiences during war that you think could lead to mental illness? (e.g. violence, fleeing 
to unfamiliar surroundings, death of a loved one, hopelessness) 
 
8. How important do you think the issue of mental health is in Lebanon?  
 
9. How do think society perceives mental illness in general? Does this vary if it a result of 
war trauma in specific? 
 
10. What are some coping mechanisms used by Lebanese to overcome mental illness due to 
war trauma? 
 
11.  What resources do you think are available to people suffering from mental illness? 
 
12.  Would you seek mental health/professional if you were suffering from a mental illness? 
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Appendix B. 
 
Table 1. Interview Demographic Information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2. Distribution of Interview Characteristics 
Interview Code Location Gender Age Range 
101 Beirut Male Over 60 Years 
102 Beirut Male Over 60 Years 
103A Beirut Male Over 60 Years 
103B Beirut Male 40-60 Years 
104 Beirut Female Over 60 Years 
105 Beirut Male 40-60 Years 
106 Beirut Male 40-60 Years 
107 Beirut Female Over 60 Years 
108 Beirut Female Over 60 Years 
109 Beirut Male Over 60 Years 
110 Beirut Male 40-60 Years 
111 Beirut Female Over 60 Years 
112 Beirut Female 40-60 Years 
113 Beirut Male 18-40 Years 
114 Beirut Female 40-60 Years 
115 Beirut Male 18-40 Years 
201 South of Lebanon Female 40-60 Years 
202 South of Lebanon Male 40-60 Years 
203 South of Lebanon Male Over 60 Years 
204 South of Lebanon Male 40-60 Years 
205 South of Lebanon Female Over 60 Years 
206 South of Lebanon Female Over 60 Years 
207 South of Lebanon Male Over 60 Years 
208 South of Lebanon Male 18-40 Years 
209 South of Lebanon Female 18-40 Years 
210 South of Lebanon Female 40-60 Years 
211 South of Lebanon Male 40-60 Years 
212 South of Lebanon Male 40-60 Years 
213 South of Lebanon Male 40-60 Years 
Interview Characteristics 
Gender Location Age Range 
Male Female Beirut South of Lebanon 18-40 Years 40-60 Years Over 60 Years 
18 11 16 13 4 13 12 
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Appendix C.  
 
Document 3. Interview Questions for Professionals and Experts in the Field 
 
1. Briefly describe your work and experience with mental health in Lebanon. 
2. How do you think Lebanese society perceives mental illness in general? Does this vary if 
it is a result of war trauma in specific? 
3. What are some common misconceptions you have experienced during your work with 
mental illness in Lebanon? How would you describe the cultural perceptions and stigma 
surrounding mental illness? 
4. What are some experiences during the war that you have found to contribute PTSD, 
depression, or anxiety?  
5. Several studies have shown that, in general, Middle Eastern countries tend to report a 
higher degree of somatization in response to trauma. Why, in your opinion, do you think 
that is? 
6. Have you found any discrepancy in Lebanese reporting mental illness or seeking help, 
such as in gender, age, education, and status?  
7. What are some changes you have noticed over the years of working with mental health in 
Lebanon? 
8. How much importance do you think is attributed to mental health in Lebanon on a policy 
and societal level? 
9. Do you think the resources currently available for mental illness are adequate? 
10. What do you think still needs to be done to deal with war trauma and related mental 
illness? 
 
 
